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In iron-deficiency anemia 


The daily e dose of elemental iron in 


SIMRON deli¥€Fs as much hemoglobin response 
as this large amount in other iron 
salts. Thag, because SIMRON contains Sacagen, 
a specjay agent which enhances iron absorption. 
But, Since emogiobi® response is the same, the 
real advantag ein sIMRON is this: far less iron 
ingested means far fewer side effects. SIMRON 
treated patients report no gastric upset, no 
black stools, no constipation, no diarrhea. 


Dosage is three capsules daily, between meals. 


Also Available: SIMRON PLUS~—when added 


NUtritional Factors Are 


THE WM.S.MERRELL COMPANY. Cincinnati, Ohio « St. Thomas, Ontario 
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(orend of propanthedine bromide with phenobarbital) 


PROBITAL provides rational, convenient antispasmodic relaxant therapy in 
smooth-muscle spasm, including irritable or spastic colon, gastric neurosis, gastroen- 
teritis, colitis and gastritis. - 


6. p. SEARLE « co., Research in the Service of Medicine 
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SCIENTIFIC ARTICLES 


The Use of in 
Practice 


Robert R. Huntley, M.D. and Kerr L. White, M.D. 


The authors present an evaluation of tesis which are most likely to 
detect unrecognized chronic illness. 


An Evaluation of Radioiodine Tests of 
Thyroid Function .. 
Richard M. Craig, M.D. and Robert A. Flaherty, M.D. 


Which of the many radioiodine tests of thyroid function gives the 
most accurate information? This study, which was made on 525 
patients, gives the answer. 


The American Academy of General Practice is a 


national association of physicians engaged in the general Treatment of Nonmalignant Unhealthy 

practice of medicine and surgery. It is dedicated to the swe sash. 

medicine, and to the conviction that continuing study is James A. Merrill, M.D. 

the basis of sound general practice. It is the role of GP, 

publication of Academy, Chronic cervicitis presents some difficult problems in treatment, but 

the best postgraduate literature in all phases of gener 
do can be taken care of in an office procedure outlined in 

ments it carries articles and official reports pertinent to 2s article. 


the work of the Academy's 15 standing committees. 


104 


Closure of the Ductus Arteriosus 
John C. Rose, M.D. 


The Risks of Complication in Benign Gastric Ulcer 106 
Eddy D. Palmer, Lt. Col., M.C. 


The course, complications and treatment of over 300 patients with 
gastric ulcer are described. Complications while patients are 
asymptomatic are particularly high in this group as compared to 
those with duodenal ulcer. 


GP is published monthly by the American Academy of 
General Practice. Materia’s for publication should be 
addressed to the Editorial and Business Offices: Volker : es 
Boulevard at Brookside, Kansas City 12, Missouri. Practical Therapeut Us. 
Publication Office (printer): 350 East 22nd Street, Chi- 


cago 16, Illinois. One dollar a copy. By subscription: = =Kmergency Management of Ocular Injuries . .. 112 
$5 a year to members of the American Academy of Gen- 

eral Practice: $10 a year to others in U.S.A.; $12 in Leonard Christensen, M.D. 

Canada; $14 in other foreign countries. Second class 

postage paid at Kansas City, Missouri, and at addi- A minimal knowledge of the anatomy and physiology of the eye, 

tional mailing offices. Printed in U.S.A. by R. R. plus an understanding of a few t ° principles explained in this 


article, will permit the general practitioner to give adequate emer- 


General Practice. gency treatment to most types of ocular injuries. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


The Practitioner and Meningitis in Childhood. 
JAMEs L. DENNIS, M.D. Methods of early 
recognition of meningitis in childhood and prac- 
tical measures of therapy are discussed. 


Sinus Trouble: Fact or Fancy? HARVEY C. GuN- 
DERSON, M.D. Various nose and throat ailments, 
vaguely designated as “sinus trouble,” are 
differentiated by the author. Most of them are 
found not to be due to disease of the sinuses. 


Fallacies in the Management of the Pigmented 
Mole. DAN J. KINDEL, M.D. The question of 
what should or should not be done about a pig- 
mented mole is answered. 


Cor Pulmonale. M. IRENE FERRER, M.D. AND 
R&JANE M. HARVEY, M.D. Successful treat- 
ment of cor pulmonale depends on a clear 
knowledge of basic pathophysiologic mecha- 
nisms, which the authors describe. 


Modern Shaving Techniques in Relation to 
Lesions of the Skin. EpMUND F. FINNERTY, 
JR., M.D., WILLIAM R. HILL, JR., M.D. AND 
SALVATORE J. MESSINA, M.D. The authors 
show how the method of shaving is related to 
various skin disorders. 


Ototoxicity of Certain Antibiotic Drugs. JoHN B. 
GREGG, M.D. AND DEAN M. LIERLE, M.D. 
Several members of the broad spectrum group 
of antibiotics are shown to have definite and 
severe injurious effects upon the structures of 
the inner ear. 
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In active people who won’t take time to eat properly, MyADEc can help prevent deficiencies by 
providing comprehensive vitamin-mineral support. Just one capsule a day supplies therapeutic 
doses of 9 important vitamins plus significant quantities of 11 essential minerals and trace 
elements. MYADEC is also valuable in vitamin depletion and stress states, in convalescence, in 
chronic disorders, in patients on salt-restricted diets, or wherever therapeutic vitamin-mineral 
supplementation is indicated. 

Each myapec Capsule contains: viTAMINs: Vitamin Bis crystalline—5 mcg.; Vitamin (riboflavin)—10 mg.; 
Vit: in Bs (pyridoxine hydrochloride) —2 mg.; Vitamin B, mononitrate— 10 mg.; Nicotinamide (niacinamide)— 
100 mg.; Vitamin C (ascorbic acid)—150 mg.; Vitamin A—(7.5 mg.) 25,000 units; Vitamin D—(25 mcg.) 1,000 
units; Vitamin E (d-alpha-tocophery] acetate concentrate) —5 I.U. MINERALS: (as inorganic salts) lodine—0.15 mg.; 
Manganese—1 mg.; Cobalt—0.1 mg.; Potassium—5 mg.; Molybdenum—0.2 mg.; Iron—15 mg.; Copper—1 mg.; 
Zinc—1.5 mg.; Magnesium—6 mg.; Calcium—105 mg.; Phosphorus—80 mg. Bottles of 30, 100 and 250. 


a quick “bite”... 
then back 
to the grind P 
nutritional 


deficiency’s 
not far behind. 
prescribe... 


high potency vitamin-mineral supplement 
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bes Publisher’s Memo 


266 South Alexandria Avenue, Los Angeles 3, California 


AFTER TEN YEARS as an only child, GP will 
soon have a sister. The baby won’t arrive until 
April, 1961—but it already has a name: Family 
Physician. Equally important, it has an estab- 
lished reader audience—more than 37,000 doctors 
in active, private practice. 

Hand in hand, the two publications will fill a 
medical journalism vacuum with up-to-date re- 
ports on scientific medicine. GP will continue to 
reach all American Academy of General Practice 
members with a balanced blend of the purely 
scientific and the socioeconomic. Family Physi- 
cian will embrace selected GP featurearticles with 
parallel emphasis in the fields of therapy and diag- 
nosis. It will be mailed each month, without 
charge, to nonmember general practitioners in 
active, private practice. 

The new magazine will be a dual-purpose pub- 
lication. It will offer its readers a variety of top- 
notch articles and abstracts that meet GP’s 
uniquely high editorial standards. In addition, it 
will give the Academy a new communications 
channel. Via Family Physician, the Academy can 
let doctors everywhere know about AAGP poli- 
cies, programs and progress. It will serve, in 
effect, as a monthly report to members of the 
medical profession. 

Any list of Family Physician plus values should 
mention service to advertisers. For the first time, 
pharmaceutical firms and related industries will 
be able to reach, with no duplication or waste, 
the heart of the medical market—in two prestige 
publications. Together the two “books’’ (jour- 
nalese) will reach at least 65,000 doctors—all in 
active practice, all in private practice, all in 
general practice. 

Family Physician is not a spur-of-the-moment 
venture. It’s been carefully studied by experts 
and has survived the rigors of inspection and 
analysis. When it arrives in April, it will represent 
one more Academy contribution to the art and 
science of medicine and continuing medical 
education. —M.F.C. 
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EXECUTIVE DIRECTOR’S 


Newsletter 


JANUARY, 1961 


SIGNIFICANT EVENTS 


Health Care Bill >» President-elect Kennedy has listed government health care 


a for the aged as one of five to riority items on his legis— 
Has Top Priority lative agenda. Those who share his enthusiasm point out 
that Congress may not hold off until 1962, an election year 
and traditionally the time for passing social security 
amendments. 


Without the threat of a Presidential veto, those who lost 
by only eight Senate votes in 1960 see a clear road ahead. 


The late word from Washington echoes the sentiments of Dr. 
R. B. Robins, former AAGP president, who attended the 
Democratic nominating convention in July and returned to 
point out that the medical profession "is in for some 
mighty rough sledding." 


Earlier this year eye but not thumb on the 
White House, Kenne said he hoped that the Keogh bill 
would be "acted upon favorably" by the 86th Congress. Now, 
with the January 20 inauguration only two weeks away, there 
are indications that (1) Kennedy's enthusiasm will be 
tempered by Senators Douglas and Gore and (2) tacked—on 
provisions may destroy the original intent. 

Representative Keogh and Senator Smathers will lead the 
battle for the bill. However, the 1961 version may force 
the self-employed person to include his employees. It may 
also (1) eliminate accelerated deductions for people over 
50 and (2) tax 50¢ of every dollar earmarked for retirement. 


Kefauver Spots > The Washington rumor factory hints that Senator Kefauver, 

New Dragons already committed to a Ke fauver—type investigation’ of 
vitamins and sulfa drugs, may move into the health insurance 
field and, perhaps simultaneously, take a lingering look at 
in-hospital services (anesthesiology, radiology, etc.). Our 


source adds that the accusing finger of the Tennessee 
Inquisitor, which recently probed the pharmaceutical indus- 
try, will next point at medically-—oriented areas. 

Look. for it to then aim at the private practice of medi- 
cine and surgery. This has long been inevitable. Kefauver 
has proved, beyond reasonable doubt, that headlines mean 
votes. No other incentive is required. By spring, the 
medical profession, which lent only token support to pharma-— 
ceutical firms, may face the consequences of an investiga-— 
tion fallout. 


Keogh Bill On 
Docket— Again 
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Executive Director’s 
Newsletter 


Forand To Stay 
In Washington 


Says AMA Should 
Be Investigated 


Mutual Fund Tops 
Half Million Mark 


Cuban MDs Not 
Allowed To Leave 


> Rep. Aime J. Forand, a man whose name will be carved 
alongside those of Wagner, Murray and Dingell, has told a 
few people that he plans to remain in Washington as an 


"unpaid lobbyist" for Forand—and—Kennedy—type health 
insurance bills. Forand did not run for re-election. 


Asked about the January White House Conference on Aging, 
Forand said he would not attend, adding that the conference 
is "stacked" with MDs. If this is true (and it's unlikely), 


it will be the first conference to be "stacked" with experts. 


> In a day and age when everyone wants to investigate every- 
one else, a labor leader has called for a Congressional 


investigation of the AMA. Following a recent political 
action committee meeting, Mr. Louis Hollander said that the 
AMA is "getting more brazen all the time" in its opposition 
to "everything that is for the welfare of the people." 


Adding that the AMA has an "antisocial record" and may 


be "subsidized by big business," Hollander said that the 
AFL-—CIO's state labor group especially deplores the AMA 


Campaign against national compulsory health insurance a la 
the social security tax. He contends that the AMA is 


"bulldozing doctors" and not representing "its own rank 
and file." 


> Since July, 420 members have invested $645,000 in an 


Academy mutual fund. The fund, an integral part of the 
AAGP Retirement Plan, features a low "loading" charge (6 
per cent on the first $1,000, 2 per cent thereafter). 
Monthly reports on the net asset value per share appear in 
GP's "Quantum Sufficit" feature (page 15). 


> The plight of physicians in Cuba was recently revealed in 


a_ letter to the undersigned. The doctor, who for obvious 
reasons won't be named, points out that no physician can 


leave the country and that all private property has been 
confiscated. Prior to the travel ban, more than 1,000 
doctors left and never returned. The doctor adds that 
Castro and his cronies have turned "our once beautiful and 
prosperous island into a Communist heaven." 

—M.F.C. 


PLAN NOW TO ATTEND THE ACADEMY'S 1961 SCIENTIFIC ASSEMBLY, 
APRIL 17-20, IN MIAMI BEACH. A HOTEL RESERVATION FORM 
APPEARS ON PAGE 227. 
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The Nassau County (N.Y.) Medical Society now 
sponsors a plan providing voluntary medical fee 
reduction for the indigent aged and chronically 
ill. Cost reductions of 25 to 50 per cent have al- 
ready been granted by the 12 professional organ- 
izations, 22 hospitals, 20 nursing homes and eight 
laboratories participating. A reduction grant by 
any participant is taken as a recommendation for 
further cost cuts by others in the plan. 


If you drive a 6-cylinder 
Ford, Chevy or Ply- 
mouth, trade it in two 
and one-half to three 
years after purchase. 
An 8-cylinder car should 
be traded in three years 
Studies by R. E. Runz- 
heimer & Co., research 
engineers, show this is 
the optimum point be- 
tween expenses expect- 
ed for operation and re- 
pair and the decrease in 
average yearly depre- 
ciation. 


A Congressional investigation of the AMA has 
been suggested by the New York State AFL-CIO 
executive committee chairman. Louis Hollander, 
commenting on the organization’s “anti-social 
record and activities,”’ said he believed the AMA 
was “subsidized by big business.” 


Hypnosis charlatans continue to plague the medi- 
cal profession and the public. Six Houston, Tex., 
“hypnotists” were recently charged with violat- 
ing the Texas medical practices act for allegedly 
treating persons for headaches and dizziness. 


Free emergency supplies of the new synthetic pen- 
icillin that combats “hospital pei will be giv- 
en to all U.S. hospitals. 
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Quantum Sufficit 


A medical clinical research center to speed the use 
of new medical knowledge will be opened at Bos- 
ton’s Peter Bent Brigham Hospital this month. 
Made possible by a three-year, $2 million grant 
for NIH, the center’s principal investigation 
areas will include chemometabolism, vascular 
transport and exchange, and aging and abnormal 
growth. 


After negotiating for five years, the American Red 
Cross and the American Association of Blood 
Banks have made a reciprocal national agreement 
for exchange of blood and blood credits. 


To increase their proficiency as examiners, desig- 
nated aviation medical examiners are being en- 
couraged to fly. There is a possibility that costs 
connected with active flying might be tax deduct- 
ible since it would add to the professional knowl- 
edge and ability of the examiner. However, the 
Bureau of Aviation Medicine recommends this be 
taken up with the Internal Revenue Service on 
an individual basis. 


Despite the gold flight and “buy American first’”’ 
policy suggested for government purchasing 
agents, some agencies continue to send purchase 
orders for drugs to foreign markets. The VA has 
just purchased a three-month supply of tranquil- 
izers from a Danish firm for about one-fifth the 
price set by U.S. firms. 


Physicians may be bom- 
barded with requests 
from winter-weary busi- 
nessmen for orders to 
visit a health spa. Reas- 
on: A recent tax ruling 
allowed one business- 
man to write off a health 
spa trip as a medical ex- 
pense because it was 
taken on doctor’s orders. 
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ROBAXIN® WITH ASPIRIN 
ROBAXISAL, a new dual-acting muscle relaxant-analgesic, effectively treats both skeletal 
muscle spasm and severe pain due to or associated with the spasm. Each Tablet contains: 


e A relaxant component — Robaxin* — widely recognized for its prompt, long-lasting relief of 
painful skeletal muscle spasm, with unusual freedom from undesired side effects. .... . . .400 mg. 

_ ®Methocarbamol ‘Robins’ U.S. Pat. No. 2770649. 
e An analgesic component—aspirin—whose pain-relieving effect is markedly enhanced by Robaxin, 
and which has added value as an anti-inflammatory and anti-rheumatic agent... . (5 gr.) 325 mg. 


SUPPLY: Rosaxisat Tablets (pink-and-white, laminated) in bottles of 100 and 500. 
Also available: Ropaxtn Injectable, 1.0 Gm. in 10-cc ampul. Ropaxin Tablets, 0.5 Gm. (white, scored) in bottles of 50 and 500. 


.-. or when anxiety accompanies pain and spasm: ROBAXISAL®-PH (Robaxin® with Phenaphen®). Sedative-enhanced analgesic 
and skeletal muscle relaxant. Each two white-and-green laminated RospAxisAL-PH tablets contain: methocarbamol 800 mg., 
plus the equivalent of one Phenaphen capsule (phenacetin 194 mg., acetylsalicylic acid 162 mg., hyoscyamine sulfate 0.031 mg., 
and \% gr. phenobarbital 16.2 mg.). Bottles of 100 and 500. 


A.H.ROBINS CO.,INC., Richmond 20, Va. Making today's medicines with integrity 


... Seeking tomorrow's with persistence 


® 
Gi 


Quantum Sufficit 


In a unanimous decision, the Connecticut Su- 
preme Court ruled that the state’s birth control 
statutes were constitutional. The statutes forbid 
the prescription and use of contraceptives. 


Poor sales and declining consumer interest in me- 
dium-priced cars have forced Chrysler to discon- 
tinue DeSoto production. However, owners of 
1961 models purchased before November 18, 
1960, will receive a $300 rebate if they buy any 
new 61 or 62 Chrysler Corporation car before 
January 1, 1963. 


Financing a college education for children now in 
the 8th to 10th grades will be made easier by a 
Prudential Insurance Co. plan. Working with 45 
major U.S. banks, the company has come up with 
an insurance-bank loan “package” that allows 
parents to spread college costs over eight to 12 
years. Only fathers, 30 to 54, can take out a policy. 


The Westchester County (N.Y.) Medical Society 
is urging controls to reduce the tolls of injuries 
stemming from increased organized elementary 
school football. Suggested: Football among pre- 
adolescents limited to fundamental training; 
scrimmaging postponed until boys have devel- 
oped more coordination. 


The Nevada State Medical Association’s House of 
Delegates has voted to establish a physician- 
sponsored Blue Shield type of medical care plan 
in the state. 


The British government 
continues to have health 
service headaches. New- 
est problem: Ailing for- 
eigners who migrate to 
England merely to take 
advantage of the free 
health care. A crack- 
down is-planned. 


New York’s Mt. Sinai 
Hospital has called in 
outside aid to treat an 
old medical profession 
ailment—cacography, 
or illegible handwriting. 
Action was taken be- 
cause undecipherable 
records delayed insur- 
ance company pay- 
ments and frequently 
physicians could not de- 
code their own scrawls. 


New York City’s Central Labor Council has es- 
tablished a Professional Advisory Committee of 
leaders in medical societies, Blue Cross, private 
and public hospitals and other health care agen- 
cies in an attempt to curb the rapid rise in hospi- 
tal and medical bills and thus guarantee maxi- 
mum protection from the employer-financed wel- 
fare funds. 


The Internal Revenue Service has eased regula- 
tions regarding extension of time for filing re- 
turns. If you can show unavoidable delay through 
illness or some such cause, you can probably get 
an extension. 


Look before you leap if you’re tempted by some 
of the real estate syndicate ads offering growth 
plus high tax-free returns. Ask for a prospectus 
that’s been filed with the SEC (or a state com- 
mission), and if you can’t get one, ask why. A 
syndicate offering in interstate commerce is re- 
quired to file an SEC registration, and many 
operators are ignoring this point. 


At the close of the business day, December 21, the 
net asset value per share of Associations Investment 
Fund, Inc., was $5.22. 
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When faulty fat metabolism is leading your patients into the degenerative disease 
pattern, RG® LECITHIN commands your attention. A natural food product made 
wholly from soybeans, RG® LECITHIN is over 90% pure phosphatides...a rich 
source of polyunsaturated fatty acids as well as choline, inositol and phosphorus 
...Safe...Economical...Non-Toxic. Important current reports of scientific research 
on natural phosphatide complexes include significant studies enumerated below. 


DIETETIC EXPERIMENTS AND BIOCHEMICAL RE- 


PHOSPHATIDES IN EXPERIMENTAL ATHEROMA; 
M. Friedman. The American Journal of Clinical 
Nutrition—May—June 1960. 


EFFECT OF SOYBEAN PHOSPHATIDES ON SERUM 
LIPIDS AND LIPOPROTEINS; B. A. Sachs. The 
— Journal of Clinical Nutrition—May—June 


SEARCH IN HUMAN ATHEROSCLEROSIS; 
G. Verdonk. Abstracts—5th International Congress 
on Nutrition—1960. 


FACTS REGARDING THE ACTION OF “LECITHIN” 
ON THE PROGRESS OF RECUPERATION; H. Mies. 
Munchener Medizinsche Wochenschrift—1958. 


Central Soya «- Chemurgy Division 


For Complete Substantiating Evidence, 
1825 North Laramie Avenue e Chicago, Illinois 


Write to Medical Consultant 
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National Officers 
ce and Commissions 


and Committees 


THE AMERICAN ACADEMY OF GENERAL PRACTICE Commissions and Committees 


Officers (Italics denote new appointees. ) 


President, JOHN G. WALSH, M.D. Executive Committee: James D. Murphy, M.D., Chairman, 
2901 Capitol Ave., Sacramento, Calif. 1556 W. Magnolia, Fi. Worth, Tex.; Albert E. Ritt, M.D., 

President-elect, FLoyp C. BRATT, M.D. 1562 University Ave., St. Paul, Minn.; John Paul Lindsay, : 
833 South Ave., Rochester, N.Y. M.D., 5410 Harding Rd., Nashville, Tenn.; Paul S. Read, . 


M.D., 2415 Fort Street, Omaha, Neb. 


Vice President, JAMES D. MURPHY, M.D. 


1556 W. Magnolia, Ft. Worth, Tex. Finance Committee: Albert E. Ritt, m.p., Chairman, 1562 
Treasurer, ALBERT E. RITT, M.D. University Ave., St. Paul, Minn.; Howard J. Farmer, M.D., ‘ 
1562 University Ave., St. Paul, Minn. 20 Main St., St. Johnsbury, Vt.; Cyrus W. Anderson, M.D., i 
Executive Director and General Counsel, Mac F. CAHAL, J.D. Republic Bldg., Denver, Colo. . 
Volker Blvd. at Brookside, Kansas City, Mo. 


Publication Committee: Daniel M. Rogers, M.D., Chair- 
man, 2 Cherry St., Wenham, Mass.; Charles G. Bryant, 
M.D., 1169 Eastern Pkwy., Louisville, Ky.; John C. Ely, 
M.D., E. 10706 Sprague Ave., Opportunity, Wash.; Paul J. 


Speaker of the Congress of Delegates, 
CARROLL L. WITTEN, M.D. 
2237 Taylorsville Rd., Louisville, Ky. 


Vice Speaker of the Congress of Delegates, Seifert, Jr., M.D., 509 California, Libby, Mont.; Holland T. 
Lewis W. CELLIO, M.D. ' Jackson, M.D., Medical Arts Bldg., Ft. Worth, Tex.; Albert 
1269 Grandview Ave., Columbus, Ohio E. Ritt, M.D., ex officio, 1562 University Ave., St. Paul, 

Minn.; Albert S. Dix, M.D., ex officio, 108 N. Catherine St., 


Directors Mobile, Ala. 


Chairman of the Board of Directors, JAMES D. MURPHY, M.D. Commission on Education: John Paul Lindsay, M.D., Chair- 
1556 W. Magnolia, Ft. Worth, Tex. man, 5410 Harding Rd., Nashville, Tenn. 
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. Calhoun, Ft. Wayne, Ind.; Leland S. Evans, M.D., 217 W. 


1120 Boylsten Ave., Seattle, Wash. 
DANIEL M. ROGERS, M.D. 
2 Cherry St., Wenham, Mass. 


Court Ave., Las Cruces, N.M.; R. Varian Sloan, M.D., Aina 
Haina Shopping Center, Honolulu, Hawaii 


HERBERT W. SALTER, M.D. . Academy Representativeson Residency Review Committee: 
4900 Euclid Ave., Cleveland, Ohio William J. Shaw, M.D., Lee Hospital, Fayette, Mo. (term 
Terms to Expire 1963: expires 1961); Francis L. Land, M.D., 4628 S. Calhoun, 
DonaLp H. Kast, M.D. Ft. Wayne, Ind. (term expires 1962); Spencer York Bell, 
Bankers Trust Bldg., Des Moines, Ia. M.D., 1826 W. Clinch, Knoxville, Tenn. (term expires 1963) 
JULIUS MICHAELSON, M.D. : 
Box 945, Foley, Ala. Commission on Hospitals: James M. Perkins, M.D., Chair- 
WALTER W. SACKETT, JR., M.D. man, 227 16th St., Denver, Colo. 
2500 Coral Way, Miami, Fla. Terms to Expire 1961: Richard R. Chamberlain, M.D., 30 
Lenox PI., Maplewood, N.J.; Antonio J. Franzi, M.D., 3620 
Fount RICHARDSON, M.D., ex officio Army St., San Francisco, Calif.; Leo M. Wachtel, Jr., M.D., 


316 W. Dickson, Fayetteville, Ark. 2708 St. Johns Ave., Jacksonville, Fla. 
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Commissions 
and Committees 


(Italics denote new appointees. ) 


Terms to Expire 1962: Jack M. Partain, M.D., 205 Camden, 
San Antonio, Tex.; Ralph E. Cross, M.D., 125 N.E. 8th St., 
Homestead, Fla.; Joseph S. Devitt, M.pD., 944 N. Jackson 
St., Milwaukee, Wis. 

Terms to Expire 1963: Stanley A. Boyd, M.D., Medical Den- 
tal Bldg., Portland, Ore.; Leath Deon Nelson, M.D., Washing- 
ton Terr., Ogden, Utah; Robert O. Quello, M.D., Marquette 
Bank Bldg., 7th and Marquette St., Minneapolis, Minn. 


Commission on Legislation and Public Policy: Paul S. 
Read, M.D., Chairman, 2415 Fort St., Omaha, Neb. 
Terms to Expire 1961: Thomas H. Blake, M.D., Box 466, 
St. Albans, W.Va.; Carlos E. Fuste, Jr., M.D., 907 Gordon, 
Alvin, Tex.; Malcolm H. Harris, M.D., Box 250, West 
Point, Va. 

Terms to Expire 1962: James A. Blake, M.D., 15 9th Ave., 
S., Hopkins, Minn.; Robert E. Heerens, M.D., 1835 Charles 
St., Rockford, Ill.; Dudley M. Cobb, Jr., m.p., 8015 S. 
Vermont Ave., Los Angeles, Calif. 

Terms to Expire 1963: Walter W. Sackett, Jr., M.D., 2500 
Coral Way, Miami, Fla.; John Wesley Rice, M.D., 421 Mc- 
Neal St., Jackson, Mich.; Jack Curry Redman, M.D., 114 
Oak St., N.E., Albuquerque, N.M. 


Commission on Membership and Credentials: Julius 
Michaelson, M.D., Chairman, Box 945, Foley, Ala. 

Terms to Expire 1961: Kenneth H. Beebe, M.D., 101 S. 
Division Ave., Sterling, Colo.; John C. Smith, M.D., 2227 
S. 52nd Ave., Cicero, Ill.; Edgar B. Morgan, M.D., 2708 
Frankfort Ave., Louisville, Ky. 

Terms to Expire 1962: Seymour Fiske, M.D., 150 E. 71st 
St., New York, N.Y.; W. Mercer Moncrief, M.D., 756 
Cypress St., N.E., Atlanta, Ga.; Joseph W. Telford, M.D., 
8255 4th Ave., San Diego, Calif. 

Terms to Expire 1963: Herb L. Huffington, M.D., 123 S. 2nd 
St., Waterville, Minn.; Clyde W. Miller, M.D., 132 N. 
Minnesota, Wichita, Kan.; Robert H. Tinker, M.D., 2250 
Lloyd Center, Portland, Ore. 


Committee on Scientific Assembly : Amos N. Johnson, M.D., 
Chairman, 1961 Assembly, Garland, N.C. (term expires 
1961) 

Bernard P. Harpole, M.D., Chairman, 1962 Assembly, 1920 
N.W. Johnson, Portland, Ore. 

George V. Launey, Jr., M.D., Chairman of Subcommittee on 
Scientific Exhibits, 9528 Webb Chapel Rd., Dallas, Tex. 
(term expires 1961) 

Terms to Expire 1962: Bernard P. Harpole, M.D., 1920 
N.W. Johnson, Portland, Ore.; Eugene W. Peters, M.D., 
18599 Lakeshore Blvd., Cleveland, Ohio. 

Terms to Expire 1963: Francis P. Rhoades, M.D., Maccabees 
Bldg., Detroit, Mich.; Maynard I. Shapiro, M.D., 8911 S. 
Chappel Ave., Chicago, Ill. 
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Garra L. Lester, M.D., ex officio, 1 Morris Ave., Chautau- 
qua, N.Y. 


Committee on Insurance: Herbert W. Salter, M.D., Chair- 
man, 4900 Euclid Ave., Cleveland, Ohio (term to expire 
1961). 

Terms to Expire 1961: Donald F. Bartley, M.pD., 9 N. 
Hanson St., Easton, Md.; James D. Weaver, M.D., 3123 
State St., Erie, Pa. 

Terms to Expire 1962: George E. Burket, Jr., M.D., Box 273, 
Kingman, Kan.; Frank H. Green, M.D., 134 E. 2nd St., 
Rushville, Ind.; Peter J. Scafarello, M.D., 410 Asylum St., 
Hartford, Conn. 

Terms to Expire 1968: Richard P. Bellaire, M.D., 38 Church 
St., Saranac Lake, N.Y.; Daniel A. Tobin, M.D., 3968 Jay 
St., Sacramento, Calif.; Norman F. Coulter, M.D., 1516 S. 
Kuhl Ave., Orlando, Fla. 


Committee on Constitution and By-Laws: Arthur P. Red- 
ing, M.D., Chairman, Marion, S.D.; Harold E. Jervey, Jr., 
M.D., 1515 Bull St., Columbia, §.C.; C. H. Stark, m.p., 
Paramount Bldg., Cedar Rapids, Ia.; F. A. Shallenberger, 
Jr., M.D., 5455 E. 2nd St., Tucson, Ariz.; James G. Sim- 
mons, M.D., 30 Myrtle Ave., Fitchburg, Mass.; Robert V. 
Broadbent, M.D., 190 Mill St., Reno, Nev. 


Liaison Committee on Voluntary Prepaid Medical Care: 
Seigie W. Parks, M.D., Chairman, 102 Adams St., Fair- 
mount, W.Va.; Julian K. Welch, Jr., M.D., 107 N. Lafayette 
Ave., Brownsville, Tenn.; Joseph J. Kaufman, M.D., 129 W. 
Miller St., Newark, N.Y.; Henning W. Mathiasen, M.D., 
308 Bennett Bldg., Council Bluffs, Ia.; George H. Lemon, M.D., 
2020 Starr Ave., Toledo, Ohio. 


Liaison Committee with Council on Rural Healthofthe AMA: 
John R. Rodger, M.D., Chairman, Bellaire, Mich.; George 
W. Karelas, M.D., Newberry, Fla.; Asael Tall, m.p., 119 N. 
State St., Rigby, Ida.; Benjamin N. Saltzman, M.D., 111 
W. 6th St., Mountain Home, Ark.; Moncure Dabney, M.D., 
Crystal Springs, Miss. 


Mead Johnson Scholarship Awards Committee: Walter T. 
Gunn, M.D., Chairman, 4617 Dahlia Ave., St. Louis, Mo.; 
Robert E. Verdon, M.D., 576 Anderson Ave., Cliffside 
Park, N.J.; Bertram L. Trelstad, M.D., 2054 Capitol St., 
N.E., Salem, Ore.; Elmer Ridgeway, Jr., M.D., 3601 N. May 
Ave., Oklahoma City, Okla.; Ernest B. Flake, M.D., Medical 
Arts Bldg., Shreveport, La.; Roger N. Chisholm, M.D., 5101 
E. Yale, Denver, Colo. 


Ross Award Committee: Ralph J. Lum, Jr., M.p., Chair- 
man, 601 Miramar Ave., Santurce, Puerto Rico; Willard H. 
Pennoyer, M.D., Hynds Bldg., Cheyenne, Wyo.; Alan K. 
Jobnson, M.D., 410 6th St., E., Williston, N.D.; Jean Paul 
Nadeau, M.D., 91 Pine St., Lewiston, Me.; Theodore J. 
Nereim, M.D., 333 Glen Way, Madison, Wis. 
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Liaison Committee on National Defense: Charles R. Mar- 
lowe, M.D., Chairman, 1833 Broadway, Toledo, Ohio; Peter 
C. H. Erinakes, M.D., 28 Berkeley Rd., East Greenwich, 
R.I.; Cyrus G. Reznichek, M.D., 1912 Atwood Ave., Madi- 
son, Wis.; Reginald F. DeWitt, M.D., 174 Main St., Plym- 
outh, N.H.; Martin B. Pennington, M.D., 1003 Park Place, 
Wilmington, Del.; Glenn S. Player, M.D., 1623 Queen Anne, 
Seattle, Wash. 


Committee on Industrial Health: Carleton R. Smith, M.D., 
Chairman, 1101 Main St., Peoria, Ill.; Rudolph A. Dami- 
ani, M.D., 5 Cooke St., Waterbury, Conn.; Earl F. Lutz, M.D., 
General Motors Bldg., Detroit, Mich.; Charles W. Neville, 
M.D., 2514 31st Ave., N., Birmingham, Ala.; Gradie R. 
Rowntree, M.D., 70 Valley Rd., Louisville, Ky. 


Advisor to the Board on International Medical Affairs: U. R. 
Bryner, M.D., 508 E. South Temple St., Salt Lake City, 
Utah 


Committee on Mental Health: John O. Milligan, M.D., 
Chairman, 1120 Boylston Ave., Seattle, Wash.; Eugene I. 
Baumgartner, M.D., 25 Alder St., Oakland, Md.; I. P. 
Frohman, M.D., 2924 Nichols Ave., S.E., Washington, D.C.; 
Richard H. Gwartney, M.D., 1098 ““D”’ St., San Bernardino, 
Calif.; Lawrence E. Drewrey, M.D., 530 Jefferson St., S.W., 
Camden, Ark.; Austin B. Kraabel, M.D., 415 N. 85th St., 
Seattle, Wash.; B. Wheeler Jenkins, M.D., 1526 E. Upsal 
St., Philadelphia, Pa.; Bertram B. Moss, M.D., 2010 W. 
Irving Park Rd., Chicago, Ill.; Francis I. Nicolle, M.D., 1826 
Foucher St., New Orleans, La.; Rudolph F. Sievers, M.D., 
Blair Clinic Bldg., Blair, Neb.; Arch T. Wigle, M.D., 1605 
N. Arthur, Pocatello, Ida. 


Liaison Committee with the Specialty Societies: Malcom 
E. Phelps, M.D., Chairman, 203 S. Macomb, El Reno, Okla.; 
James M. Perkins, M.D., 227 16th St., Denver, Colo.; John 
Paul Lindsay, M.D., 5410 Harding Rd., Nashville, Tenn. 


Liaison Committee with Advisory Board for Medical 
Specialties: John G. Walsh, M.D., Chairman, 2901 Capitol 
Ave., Sacramento, Calif.; Holland T. Jackson, M.D., Medi- 
cal Arts Bldg., Ft. Worth, Tex.; J. S. DeTar, M.D., 55 W. 
Main St., Milan, Mich. . 


Committee for Liaison with General Practice Section of 
AMA on Certifying Board: John Paul Lindsay, M.D., Chair- 
man, 5410 Harding Rd., Nashville, Tenn.; Holland T. 
Jackson, M.D., Medical Arts Bldg., Ft. Worth, Tex.; John 
C. Ely, M.D., E. 10706 Sprague Ave., Opportunity, Wash. 
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Committee on 1961 Invitational Scientific Congress: Paul 
S. Read, M.D., Chairman, 2415 Fort St., Omaha, Neb.; 
John O. Milligan, M.D., 1120 Boylston Ave., Seattle, 
Wash.; Donald H. Kast, m.D., Bankers Trust Bldg., Des 
Moines, Ia. 


Committee on 1961 State Officers’ Conference: Thomas A. 
Keenan, M.D., Chairman, 49 West St., Rutland, Vt.; Lewis 
W. Cellio, M.D., 1269 Grandview Ave., Columbus, Ohio; C. 
Randolph Ellis, M.D., 1004 S. Main St., Malvern, Ark.; Mr. 
Robert Herzog, Advisor, 2040 W. Wisconsin Ave., Milwau- 
kee, Wis. 


MOVING? 


WHEN YOU CHANGE your address, be sure to notify GP 


Circulation, preferably one month in advance. That way, 
you'll get every issue on time. Simply print your name, old 
address and new address on a 3c postal card and send it to: 
GP Circulation, Volker Boulevard at Brookside, Kansas City 


12, Missouri. 
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as powertul as the narcotics 

in cough suppression... 
but much longer acting 
NON-NARCOTIC 
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Letters from Our Readers 


Dear Sirs: 

An editorial, “Preventive Medicine—Does It 
Exist?,” in the October GP bases its disenchantment 
on a rather restricted view of the subject. Those of 
us engaged in preventive medicine are painfully 
aware of the limitations of this portion of medical 
practice, as outlined in the editorial, albeit with some 
reservations about the accuracy of a few of the views 
therein. 

You will agree, I’m sure, that the achievements in 
the field of occupational and environmental health 
have been impressive, if not comparable to the 
progress in communicable disease. However, your 
editorial closely limited itself to prevention as ap- 
plied to the individual, and more specifically to the 
so-called degenerative diseases. Even with these 
ground rules, the editorial visual field was neces- 
sarily restricted. 

Preventive medicine is devoted to detecting and 
eliminating or ameliorating conditions which result 
in an adverse deviation of an individual’s course of 
progressive deterioration (due to aging) from his 
reasonably attainable optimum. In brief, it endeavors 
to make the trip from cradle to grave as long, en- 
joyable and productive as possible. This end is 
achieved by the propitious adaptation of the indi- 
vidual to his environment, internal and external, 
altering the environment, where necessary, to insure 
salubrious results. 

The term “early diagnosis” too rigidly limits pre- 
ventive medicine’s function, since trends in deviation 
from optimum health are sought. By the time a 
diagnosis is feasible, these trends have progressed, 
perhaps unimpeded, to disease. Such trends can be 
detected and can be influenced in many instances, 
and early correction of deviation from optimal health 
will logically prevent or delay the appearance of 
overt disease. 

The progress in the field of prevention or favorable 
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Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved wpon request. 


modification of degenerative disease has merited at 
least modest lay and professional enthusiasm. Just as 
with communicable diseases, the final score will de- 
pend on the efforts of many disciples of preventive 
medicine over several generations. Your editorial en- 
couragement for them is solicited. 

HARRY LAMB, M.D. 


Sturgis, Mich. 


Credit Query 


Dear Sirs: 

I am planning to join the Project HOPE and the 
question has come to my mind about possible post- 
graduate credits to be given for experience in work- 
ing with specialists on the project. 

M. A. GLOVER, M.D. 
Kaneohe, Oahu, Hawaii 


While the Academy’s Definition of Acceptable Post- 
graduate Study and Policy and Procedure for Classi- 
fying Programs contains no provisions for postgrad- 
uate credit for experience while working with a spe- 
cialist, Member Glover has been advised to submit her 
request for such credit to her own state chapter. The 
state chapter, in turn, can request classification from the 
regional representative of the Commission on Educa- 
tion.— PUBLISHER 


Influential Audience 


Dear Sirs: 

I was very pleased to see the excellent feature 
article in the September 1960 issue of GP, reporting 
on the 1960 National Health Forum. This treatment 
by Robert Marshall of the action highlights of the 
forum, will, I think, give GP readers concise appre- 
ciation of the various suggestions made in the course 
of the forum. 

Your decision to include such a feature article 
substantially contributes to the attention of a 
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Day” 


for the neuritis patient 
can be tomorrow 


“R Day”—when pain is relieved—can come early for patients with 
inflammatory (non-traumatic) neuritis if treatment with Protamide 
is started promptly after onset. 


Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 


For example, in a 4-year study’ and a 26-month study” a combined 
total of 374 neuritis patients treated with Protamide during the 
first week of symptoms responded as follows: 
60% required only I or 2 daily injections for complete relief 
96% experienced excellent or good results with 5 or less injections 


Thus, the neuritis patient’s first visit—especially an early one— 
affords the opportunity to speed his personal “R Day.” 


Protamide is available at pharmacies and supply houses 
in boxes of ten 1.3 cc. ampuls. Intramuscularly only, 


one ampul daily. 


frerman Leboralories 4 


Detroit 11, Michigan 


ROTAMIDE © 


if 


PAGE 794 


1. Lehrer, H. W., et al.: Northwest Med. 75:1249, 1955. 
2. Smith, Richard T.: New York Med. 8:16, 1952. 
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Yours Truly 


broader—and in this case, a very influential— 
audience. 

I hope that we can build into the planning of the 
1961 Forum, which as you know is on “Better Com- 
munication for Better Health,” plans for a good 
post-forum communications program. 

PHILip E. RYAN 
Executive Director 
National Health Council 
New York, N.Y. 


Unlimited Future 


Dear Sirs: 

Our community in northeast Missouri is in dire 
need of a young physician for the general practice of 
medicine. My husband, the community’s only phy- 
sician, died recently, leaving a fully-equipped, mod- 
ern, air-conditioned, six-room office in the Medical 
Building. 

We are in the center of a rich farming and indus- 
trial area which has three brick plants, an Inter- 
national Shoe Factory and a Bobbie Brooks Garment 
Factory. We have six churches, a new AA rated 
Junior-Senior High School, country club, bowling 
alley, good shopping area, Rotary Club and Junior 
Chamber of Commerce. 

Our community of 3,100 on a main east-west high- 
way with several small towns surrounding us, offers 
an unlimited future and a yearly minimum of $35,000 
net, from an established practice. We are 45 minutes 
from an approved hospital. 

Mrs. E. L. LEVINE 
Vandalia, Mo. 


Impressed 


Dear Sirs: 

Your kind letter and enclosed honorarium which I 
received recently was indeed an unexpected surprise, 
and you may be sure that it was one that was deeply 
appreciated. 

Naturally it was a great pleasure that you found 
my article, “Operation ICBL (Interpreting Chil- 
dren’s Basic Limitations),’’ worthy of publication in 
your magazine. I was most impressed with the very 
clever and appropriate drawings. This certainly lends 
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an attractive and motivating quality for the reader 
which many other similar journals do not have. The 
fact, also, that you see fit to include articles from 
members of auxiliary professions was most impres- 
sive to me. 

I am hopeful that at some future date it might be 
possible to have the privilege of submitting another 
paper for your consideration. 

CLARE A. ROBINSON 
Psychologist 
Cleveland Clinic 
Cleveland, Ohio 


New Development 


Dear Sirs: 

I have developed a fast, inexpensive and relatively 
simple method for urine dilution cultures that may 
be performed in any physician’s office. 

The materials required are: 

1. A clean glass urine container 

2. Three sterile disposable 2 ml. syringes and 
needle 

3. Two 100 ml. vials of nonpreserved normal saline 

4. A tube of culture media (I use Tryptic Soy 
Broth. The tube is sealed when received and is easily 
stored.) 

5. An incubator (A simple one may be constructed, 
or a closed box with a light bulb as a heat source is 
satisfactory.) 

The patient is requested to void into the urine 
container. The test procedure is carried out immedi- 
ately or the specimen is covered and refrigerated. 

Steps in testing are: 

1. The tops of the vials of sterile water are 
swabbed with ether. Using the sterile needle and 
tuberculin syringe, 1.0 ml. of urine is obtained. This 
is injected into the first 100 ml. vial, and the vial is 
vigorously shaken. The resulting dilution is 1 to 100. 

2. 1.0 ml. of the diluent is transferred to the other 
vial with the second syringe. The dilution in the 
second vial is 1 to 10,000. 

3. 0.1 of this is injected into the tube of broth with 
the third syringe. This represents 0.00001 ml. urine. 

4. The media is incubated for 24 to 48 hours. If 
growth occurs, as evidenced by turbidity, the original 
urine is assumed to have contained 100,000 organisms 
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CORIFORTE Capsules 


fformerty CORICIDIN FORTE) 


quickly relieve 
mild severe 
symptoms 


rapidly 
relieve 
sneezing, 
nasal stuffiness, 
tearing 


reduce fever and chills, 
ease aches and pains 


lift depressed feelings 


supply vitamin C for : 
stress support 


Each CORIFORTE 


capsule contains: 

available on CHLOR-TRIMETON® Maleate . . .. 4 mg. 
(chlorpheniramine maleate) 

your prescription 0.19 Gm. 

Methamphetamine Hydrochloride 1.25 mg. 

50 mg. 


Supplied: Bottles of 100 and 1000. 
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“Now we’re going to stay away from gassy foods, 
aren’t we?!’’ 


or more per milliliter. If growth does not occur, the 
patient is considered free of urinary tract infection. 

As used in my office, the procedure takes no longer 
than a urinalysis and the cost in materials is less than 
$1.60 per case. I use this dilution culture method in 
two situations: First, to diagnose a suspected urinary 
tract infection, and second, to evaluate the efficacy of 
treatment. A few days’ supply of any one of the 
urinary tract antiseptics will frequently alleviate the 
patient’s symptoms, but does not eradicate the in- 
fection. 

L. P. CARMICHAEL, M.D. 


Miami, Fla. 
Desires Associate 
Dear Sirs: 


Because of the availability of a modern office suite, 
Iam writing regarding the possibility of obtaining an 
associate for the general practice of medicine. 

Our community is rapidly growing and progressive, 
and it can well support an additional physician. The 
work load has exceeded my ability to cope with it. 

We are a suburb of Madison, Wis., the state cap- 
ital, and the home of the University of Wisconsin. 
The cultural activities are many and varied, as are 
the opportunities for both active sports participation 
and spectator sports. . 

Inquiries from interested physicians will be glad- 
ly answered in detail. 

This is an excellent opportunity for anyone wishing 
to become established in a fine community. 

THOMAS F. HEIGHWAY, M.D. 
Middleton, Wis. 
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in psoriasis 


Alphosyl 


allantoin and special coal tar extract 


widely prescribed 
Clinically proven/ cosmetically elegant 


“Psoriasis is, today, incurable, but, 
psoriasis can be a very manageable 
disease.”* In a recent study of 214 
chronic psoriatics treated with ALPHOSYL 
“.-every patient manifested 

some favorable response.” 


1. Welsh, A. L.: Report, Conference on the Management 

of Chronic Dermatoses, University of Cincinnati 

College of Medicine, Cinci i, Ohio, N ber 4-5, 1959. 
Available: Aiphosy! Lotion in 8 oz. bottles. 


REED & CARNRICK | Kenilworth, New Jersey 
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CREAM AND SHAMPOO 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


‘Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
feport actual hours of attendance. Maximum hours listed 
when available. 


JANUARY 

"17: Memphis (Tennessee) chapter, course on office man- 
agement of eye disease, Medical-Surgical Building, 
Memphis, Tenn. (1 hr.) 

*19: University of Wisconsin Medical School, course on 
“General Practice—Current Views in Medical Prac- 
tice,” University Hospitals, Madison. (14 hrs.) 

"19-20: Nebraska chapter and the University of Nebraska 
College of Medicine, course in obstetrics and gynecol- 
ogy, University of Nebraska College of Medicine, 
Omaha. 

"19-21: University of Maryland School of Medicine, course 
on basic electrocardiography, University of Maryland 
School of Medicine, Baltimore. (20 hrs.) 

"22: Ohio chapter and the Southwestern Ohio Society of 
General Physicians, symposium on general medicine, 
Netherland Hilton Hotel, Cincinnati. (6 hrs.) 

23-3: Columbia University College of Physicians and 
Surgeons, course in cardiovascular disease, Mt. Sinai 
Hospital, New York City. (80 hrs.) 

24-26: Medical College of Georgia and the Medical 
College of Georgia Foundation, Inc., course on the ill 
newborn infant, Medical College of Georgia, Augusta. 
(18 hrs.) 

"25: Seton Hall College of Medicine and Dentistry, seminar 
on new concepts in industrial medicine, Newark Beth 
Israel Hospital, Newark, N. J. (7 hrs.) 

25: Indiana University School of Medicine, course in treat- 
ment of arteriosclerotic disease, Indiana University 
School of Medicine, Indianapolis. (7 hrs.) 

6: Indiana University School of Medicine, course in 
weight reduction and general dietary therapy, Indiana 
University School of Medicine, Indianapolis. (7 hrs.) 


PEBRUARY 


#10: New Zealand Council of the College of General 
Practitioners, congress of the four New Zealand Fac- 
ulties, Auckland, New Zealand. 
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On the Calendar 


*5: Southwestern Ohio Society of General Physicians, 
seminar on convulsive states, Medical College, Uni- 
versity of Cincinnati, Cincinnati. (5 hrs.) 

6-7: Oklahoma chapter, annual meeting, Biltmore Hotel, 
Oklahoma City. 

*6-7: Nebraska chapter and the University of Nebraska 
College of Medicine, course in electrocardiology, Uni- 
versity of Nebraska College of Medicine, Omaha. 

6-10: The College of General Practitioners, second annual 
congress, Auckland, New Zealand. 

*13-14: University of Kansas School of Medicine, course 
in hypertension, University of Kansas Medical Center, 
Kansas City. (14 hrs.) 

*16: Tom Moore (Tennessee) chapter, “Cerebrovascular 
Accidents Amenable to Surgery” and “Surgical Treat- 
ment of Acquired Vascular Disease,’ Cookeville, Tenn. 
(2 hrs.) 

*17-19: Louisiana chapter, seminar on hypnosis, New 
Orleans. (20 hrs.) 

*20-22: University of Kansas School of Medicine, course 
in radiology, University of Kansas Medical Center, 
Kansas City. (21 hrs.) 

*22: Indiana University School of Medicine, course in ortho- 
pedics for the general practitioner, Indiana University 
School of Medicine, Indianapolis. (7 hrs.) 

27-10: Temple University Medical Center and the Grad- 
uate School of Medicine of the University of Penn- 
sylvania, course in principles of immunology and allergy, 
Temple University Medical Center, Philadelphia. 

*28-2: Medical College of Georgia and the Medical College 
of Georgia Foundation, Inc., vascular disease, Medical 
College of Georgia, Augusta. (18 hrs.) 


CONTINUED ON PAGE 231 


Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 17-20, 1961: Miami Beach Auditorium and Convention 
Hall, Miami Beach, Fla. 
Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Annual Symposium on Infectious Diseases 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 
Annual State Officers’ Conference 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
Sep. 15-16, 1962: Hotel Muehlebach, Kansas City, Mo. 
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EQUANITR 


meprobamate and pentaerythritol tetranitrate, Wyeth 


In patients with angina pectoris, with coronary insufficiency, or recovering from myocardial 
infarction, EQUANITRATE can help you 
prevent pain by providing prolonged coronary vasodilatation 
control apprehension, anxiety and tension that heighten awareness of disabling symptoms 
reduce dependence on nitroglycerin 
increase work tolerance 


References: 1. Russek, H.L.: Am. J. Cardiol. 3:547 (April) 1959. 
2. Shapiro, S.: Angiology 10:126 (April) 1959. 3. Friedlander, H.S.: 
Am. J. Cardiol. 1:395 (March) 1958. 4. Waldman, S., and Pelner, L.: 
Am. Pract. ¢ Digest Treat. 8:1075 (July) 1957. 


Although infrequent, adverse reactions to many modern drugs may occur. 
For further information on limitations, administration and prescribing of 
EQUANITRATE, see descriptive literature or current Direction Circular. 
Wyeth Laboratories Philadelphia 1, Pa. 
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PERSONALITIES in the Medical News 


James T. Cook, M.D. 
Medicwme’s Best Example 


WHEN THE AMA named Dr. Jim Cook the 1960 ‘“‘General 
Practitioner of the Year,” it honored a man who, GP believes, 
typifies the best in American medicine today. For the young 
(44) Marianna, Fla., physician gives of himself not only 

to his patients but also to his community. In civic affairs, 

he has been president of the PTA, Rotary Club and 

Civic Music Association and now serves as secretary of the 
Florida State Board of Parks and Historic Memorials. 

In medical affairs, he is a past president of his county . 
medical society, past vice president of the state group and 2 
president-elect of the Florida Academy of General Practice. 2 
Because of his efforts, his county has a charity heart clinic 

and the state has a Medical Committee for Better Government — 
with the inimitable family doctor as president. Dr. Cook’s 
way of life certainly seems the solution to many of medicine’s 
public relations problems. 


Mary Pickford 
A Staunch Ally 


IN ITS FIGHT against socialized medicine, 

the medical profession has a staunch ally in Mary Pickford, 
silent film star. At a recent planning session for 

this month’s White House Conference on Aging, Miss Pickford 
pointed out that medical care for the aged tied to 

social security might mean socialized medicine—which 

she is definitely against. “It’s bad enough to be told what 
to do in youth, but trying to tell older people what doctor 

to use is going too far,”’ she said. Supporting her views, 

she said that England’s experience with socialized medicine 
has resulted in “frustrated, hysterical women who weren’t ill 
taking up a doctor’s time while those with severe illness 
might be left waiting.’’ The actress, who is assigned 

to the conference committee on housing, has devoted 

much time and energy to helping the aged through the 
Motion Picture Relief Fund and a Jewish home for the aged. 
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Orientation for General Practice 


THERE IS a recognized shortage of general practi- 
tioners to fill the many openings listed by com- 
munities and physicians. A logical solution calls 
for training more general practitioners. Since 
medical schools produce physicians, the respon- 
sibility would seem to fall on their shoulders. 

This, in turn, might involve expanded pre- 
ceptorship programs allowing medical students to 
spend a month or six weeks with a general prac- 
titioner. This is an effective method of instruction 
and also increases the student’s level of interest in 
general practice. The University of Wisconsin 
Medical School has used the preceptor plan since 
1925. In the August 27, 1960, issue of the Journal 
of the American Medical Association, Dr. John Z. 
Bowers, dean at Wisconsin, and Dr. Horace A. 
Page report on a four-year “Study of a Preceptor 
Program,” at the University of Wisconsin. 

Two hundred graduates of the classes of 1932, 
1937, 1947 and 1952 responded to questionnaires 
on the preceptor program. The opportunity for 
contact with acute medical problems and the close 
teacher-student relationship were cited as the 
outstanding features of the program by over one- 
half of the alumni. The preceptor program influ- 
enced the choice of internship or residency in 34 
per ceht, but only 13 per cent were influenced to- 
ward general practice and 9 per cent toward a 
rural area of practice. These results may be due 
to the fact that a majority of-the Wisconsin 
preceptorships did not emphasize general prac- 
tice. 

In an effort to determine the effect of the pre- 
ceptorship on subsequent types of practice, the 
University of Wisconsin study included a study of 
tareer decisions among third- and fourth-year 
Medical students. The results of this study are 
most enlightening. Fifty-two per cent of the third- 
year class indicated general practice as their first 
choice. In the fourth year (the preceptorship oc- 
Cupies three months of the fourth year at 
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Wisconsin), 56 per cent of the group that had 
completed the preceptorship and 63 per cent of 
the control group had made changes in their 
choices. These changes were primarily toward 
general practice, usually in association with a 
small clinic group. 

If the results obtained in the University of 
Wisconsin study apply to other state supported 
medical schools, it is evident that many medical 
schools are producing graduates oriented toward 
general practice. It also appears evident that as- 
sociations developed during the internship are 
significant in influencing young physicians to 
specialty practice. 

The general practitioner’s role in a hospital 
conducting an internship program may well be 
the most influential factor in encouraging young 
physicians to enter specialty practice. Obviously, 
if the general practitioners are excluded from the 
staff of a teaching hospital or only a few are per- 
mitted on the staff and have limited participation, 
the intern is going to reappraise his decision to 
enter general practice. 


The Di tic Cardiac Laborat 
DURING THE PAST 20 years, tremendous strides 
have been made in diagnostic hemodynamic 
studies of cardiovascular lesions. These studies 
unquestionably have contributed greatly to our 
understanding of cardiac disorders. By correlat- 
ing the results of such studies in previous cases 
with the more simple clinical measures available, 
the clinician is now able to accurately diagnose 
and evaluate many cardiac problems without re- 
sorting to cardiac catheterization or angiocardi- 
ography. 

However, in spite of our advances in clinical 
cardiology as a result of these hemodynamic 
studies, many cases still require cardiac catheter- 
ization and/or angiocardiography for proper 
evaluation (either for diagnosis or for considera- 
tion of surgical therapy). It becomes immediately 
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apparent that such cases are the more compli- 
cated forms of cardiovascular disorders and hence 
require more extensive study often including both 
right and left heart catheterization along with 
selective angiocardiography or cineangiography 
from one or more sites of the cardiovascular sys- 
tem. 

More often than not, the answers needed to 
properly evaluate a case of acquired vascular dis- 
ease or of congenital heart disease cannot be ob- 
tained from simple right heart study. Further- 
more, for surgical evaluation, visualization of the 
abnormal valve or the congenital defect, utilizing 
some form of angiocardiography, is almost a man- 
datory procedure. 

It is perhaps time, then, that we pause and 
consider the cost, in relation to the practicality 
of such procedures. The expense of equipment 
alone in a good diagnostic cardiac laboratory is in 
excess of $100,000. This does not include costly 
physical space or the expense of personnel nec- 
essary to conduct the laboratory procedures. 
It is obvious that such procedures will continue 
to be necessary, but it is equally obvious that 
every hospital simply cannot afford such proce- 
dures. 

Unfortunately the tendency has been for small 
institutions to set up partially equipped labora- 
tories, some of which are able to do only right heart 
catheterizations. In fact, nearly one-third of all 
patients referred to our laboratory for study have 
had a previous right heart catheterization which 
was inadequate to fully evaluate the patient. To 
say the least, this is most unfair to the patient 
concerned. 

Would it not be wise, then, both from the 
standpoint of cost and in fairness to patients, 
to give consideration to the pooling of financial 
and professional resources? In such a manner, a 
completely equipped diagnostic laboratory could 
be established and maintained and could serve 
several hospitals and clinics in a reasonable geo- 
graphic area. 
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Mail-Order Urinalysis 


THANKS to an alert and conscientious member in 
Port Huron, Mich., GP’s attention has been 
called to the Institute of Protective Analysis, a 
Blue Island, IIl., firm that will analyze urine 
samples (every 90 days) for only $15 a year— 
less 5 per cent for cash. The subscriber simply 
has to return the application indicating his 
approximate age, approximate weight, approxi- 
mate height and sex. He will promptly receive a 
“small sterilized container in a travel-safe pack- 
age” and proceeds accordingly. There’s a special 
combination rate ($25 a year) for married 
couples. 

GP does not believe that many readers will 
choose to avail themselves of this mail-order 
opportunity. After all, a $3.75 urinalysis is not 
inexpensive for someone in the do-it-yourself 
category. But many patients will probably re- 
ceive the institute’s literature and this leads to 
the cause of our concern. 

Suppose one of your patients subscribes and 
dutifully submits a specimen. Back comes the 
report (based on 25 different tests made by “‘ex- 
perienced, well-trained chemists”) indicating that 
all is well. Isn’t your patient going to experience 
an unfounded euphoria? Will he have the com- 
mon sense to realize that a urinalysis has definite 
diagnostic limitations and that annual, on-the- 
spot physical examinations are still very much 
in order? 

If the 25 institute tests indicate that ‘‘a special 
diet” is required, the patient receives (at no 
additional charge) an “easy to follow diet out- 
line.” This either constitutes or borders on mail- 
order diagnosis, a practice GP has consistently 
discouraged. 

It is our continuing contention that a licensed 
doctor of medicine is the only person who 1s 
qualified for diagnosing and ‘reating the many 
human maladies—and only then on a person-to- 
person basis. 
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From the 
Medical Editor’s Desk 


Reactions from Drugs 


UNLIKE THE PHYSICIAN of 50 years ago who at- 
tempted to conceal his inadequacies from his pa- 
tient by writing his prescription in Latin, the 
modern doctor, having at his command a large 
number of potent agents, can not only tell the 
patient what he is prescribing, but can in many 
cases Outline to the patient what good can be 
anticipated from the use of the drug. 
Unfortunately no drug is perfect and one that 
usually produces a good effect may occasionally 
produce unpleasant and sometimes even serious 
side reactions. These bad effects are not empha- 
sized when the drug first appears on the market. 
There is always a time lag of a few months to 
several years before sufficient information is 
available about serious reactions which may 
occur. Sometimes these are so great or dangerous 
that the drug is withdrawn from the market— 
such as has recently occurred with dehydro- 
streptomycin because of effects on hearing. In 
other cases the drug may be temporarily with- 
drawn and then reintroduced with special pre- 
cautions as to its use. Such was the case with 
chloramphenicol (Chloromycetin®). In still other 
cases the drug has continued to be sold, but the 
indications and contraindications are more clear- 
ly defined. Thus, when demethylchlortetracy- 
cline (Declomycin®) first appeared, it was hailed as 
a great improvement over tetracycline because of 
its more complete absorption and maintenance of 
higher blood levels with a lower dose. However, 
cases of photosensitivity began to be reported 
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when this drug was used and it is now admitted 
that this reaction which occurs in between 1-2 
per cent of patients treated with it, is a really 
serious drawback to its use. 

Many drugs cause blood dyscrasias, occasion- 
ally irreversible, resulting in death. For some- 
time the American Medical Association has 
maintained a register under the auspices of its 
Subcommittee on Blood Dyscrasias and twice a 
year it publishes a tabulation of reports obtained 
from physicians or from the literature. 

It is recognized that this register does not by 
any means represent all the cases that occur, 
for it is certain that many are unreported and 
even more remain unrecognized. Also the extent 
of drug use must be taken into consideration. 
For instance, aspirin is used extensively, yet only 
two cases of blood dyscrasia are mentioned in 
the subcommittee’s report of July, 1960, when 
the drug was used alone. Penicillin, also used 
extensively, is reported as causing five cases of 
blood dyscrasia when used alone. On the other 
hand, chloramphenicol is reported to have 
caused 33 cases of pancytopenia, two cases of 
thrombocytopenia and five cases of leukopenia 
when used alone. Many more cases are noted 
when the drug has been used in combination 
with other drugs, but in such a case there is 
always the question as to which drug produced 
the reaction. Mepazine (Pacatal®) was responsible 
for 11 cases and chlorpromazine (Thorazine®) for 
45 cases of leukemia, indicating blood studies 
must be made frequently when these drugs are 
used. 

It is important that physicians report all reac- 
tions to drugs, particularly blood dyscrasias, so 
that an accurate record can be obtained as to the 
incidence of reactions. Reports can be sent to the 
Council on Drugs of the American Medical 
Association or as a report to a medical journal. 
Letters sent to GP will be published in Yours 
Truly. 

ARTHUR C. DEGRAFF, M.D. 
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The Use of Screening Techniques in Family Practice 


ROBERT R. HUNTLEY, M.D. 


AND KERR L. WHITE, M.D. 


University of North Carolina School of Medicine 
Chapel Hill, North Carolina 


In a check-up requested by patients 

with no symptoms, it is difficult to decide 

how much to do in the way of physical examination 
or tests. This article gives practical 

information as to just how a family doctor 
should proceed with screening procedures. 

This includes the health questionnaire filled out 
by the patient; what should be stressed 

in a physical examination, and what special tests 
are likely to yield the most information. 


MULTIPHASIC screening is the application of a 
battery of examinations or tests to an apparently 
well population in an effort to detect individuals 
with unrecognized chronic illness. This approach 
has been used widely in industrial and military 
medicine, public health services and by some of 
the larger private medical groups, where popula- 
tions to be examined are large and the cost must 
be kept low. 

It seems that some of the techniques developed 
in these situations might be applicable to family 
practice. Increasing numbers of patients are re- 
questing ‘‘check-ups” and physicians are rightly 
expected to offer comprehensive and continuing 
care to those families who depend upon them. On 
the other hand, the pressure of caring for sick 
patients makes it easy to overlook the importance 
of offering preventive medical services as well. 
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This review will present technical information 
concerning certain screening procedures and will 
suggest methods by which they can be utilized by 
the physician to obtain periodic medical evalua- 
tions of his healthy adult patients. The potenti- 
alities and limitations of periodic health examina- 
tions have been well summarized recently by 
Roberts and will not be considered here. 

A periodic health examination should include 
selected historic information, certain procedures 
in physical diagnosis and certain technical and 
laboratory procedures. One must individualize 
the procedures to be performed according to the 
patient’s age and sex. They should be simple to 
perform, reliable and inexpensive. The concept of 
reliability includes good sensitivity and selectiv- 
ity. A sensitive test is one that does not yield a 
high percentage of false negatives. A selective or 
specific test will not give too many false positives. 


Historic Data 

Historic data can be readily obtained by using 
the Cornell Medical Index, a detailed health 
questionnaire which can be completed by a pa- 
tient with an elementary school education in less 
than 30 minutes. (This index may be obtained 
from Cornell Medical Index, Cornell-New York 
Hospital Center, 525 East 68th Street, New York 
21, N.Y. Separate forms are available for men 
and women.) The cardiovascular, respiratory, 
gastrointestinal and psychologic sections of the 
index contain 104 of the 195 questions in the 
complete index. These, of course, are the systems 
least subject to objective examination and re- 
quire a considerable amount of the physician’s 
time to evaluate during an interview. 

In addition to the diagnostic leads afforded by 
specific ‘‘affirmative’’ answers to questions on this 
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index, the total number of “‘affirmative’’ answers 
gives an indication of the patient’s evaluation of 
himself and of his ability to “function.” Such 
data are of substantial help to the physician in 
understanding his patient’s problems. 


Physical Examination 


The traditional emphasis on the “physical 
check-up”’ as the most important element in the 
periodic examination is open to question. If dis- 
ease is to be detected in its early or subclinical 
stages when preventive or therapeutic measures 
are likely to be most effective, it is essential to 
employ instruments that will elicit evidence of 
disease even before physical signs develop. In 
this aspect of preventive medicine, therefore, 
where economy in the use of the physician’s time 
is a prime consideration, the “physical examina- 
tion” is regarded as only one element in the total 
evaluation of the patient’s health status. 

Nevertheless, there are specific aspects of the 
physical examination which are essential because 
the yield, in terms of previously undetected dis- 
ease or dysfunction, will be considerable. These 
data, to be recorded by the nurse or the physi- 
cian, are indicated in Form 1. If any elements are 
“positive,” a thorough evaluation is then in- 
dicated. 


Specific Screening Tests 


Special tests (Form 2) might include visual 
acuity (Snellen Chart), tonometry for patients 
over 40 years of age, single-frequency audiome- 
try, a lead-1 electrocardiogram (patients over 40 
years of age), chest x-ray, tuberculin test, 
azuresin (Diagnex Blue®, Squibb) test for free 
gastric acid (patients over 40 years of age), 
Papanicolaou smear of the cervix, serologic test 
for syphilis, sedimentation rate, hematocrit or 
hemoglobin, white blood count, differential blood 
count, sickle cell preparation in Negroes, urinaly- 
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sis and a two-hour postprandial blood sugar if 
there is a family history of diabetes. Sigmoid- 
oscopy (patients over 40 years of age) and stool 
for occult blood should be done in conjunction 
with the physical examination. 


TONOMETRY 


The onset of acute glaucoma is dramatic; 
symptoms include a red, painful eye, a cloudy 
cornea and a dilated pupil which does not react 
to light. 

However, chronic simple glaucoma is an insid- 
ious disease with no symptoms in the early stage 
and very gradual loss of peripheral vision. It 
frequently is unnoticed by the patient until 
irreparable damage to vision has occurred. Ap- 
proximately 12 per cent of all the blindness in the 
United States is due to glaucoma (31,000) and 
an estimated one million people have the un- 
diagnosed disease. Since most of these people are 
over 40 years old, the potential value of rou- 
tine screening in this age group is apparent. Posi- 
tive findings in surveys of groups of people over 
40 years of age have ranged between 2 per cent 
and 4 per cent. 

Testing for early visual field defects requires 
considerable sophistication on the part of both 
the examiner and the patient and, consequently, 
it would seem wiser to test for increased intra- 
ocular tension if screening for glaucoma. (A 
simple, effective instrument is the Schiotz Tono- 
meter, manufactured by Storz Instrument Com- 
pany, St. Louis, Mo.) Horsley and associates re- 
port no difficulty in training senior medical 
students to use the Schiotz Tonometer with 
accuracy. A physician can obtain proficiency in 
the use of this simple instrument quickly. Testing 
each patient requires about five minutes. Topical 
anesthesia with 1 per cent cocaine, or tetra- 
caine (Pontocaine®) solution is used. Further 
study is indicated in all subjects whose tension is 
over 25 mm. Hg; this is an indication for refer- 
ral to an ophthalmologist. Horsley found that 
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Address. Parity. 


Marital Status 


Systems Needing Further Study: 


I. HISTORIC: CORNELL MEDICAL INDEX: Total Positive Answers:___ 


II. Physical Result Obtained Normal 


Abnormal | Not Done 


Height 
Weight 

Visual Acuity 

Blood Pressure 
Temperature 

Pulse Rate 
Respiratory Rate 
Funduscopic 

Thyroid 

Breasts 

(Male and Female) 
Heart—Auscultation 
Abdomen 

Pelvic 

Rectal and Prostate 
Peripheral Pulses 
(Dorsalis Pedis) 


Neurologic—Sensory 
Motor Reflexes 


OS__.OD __ 


FORM 1. 


approximately one-half of the patients whose 
tension was elevated in screening actually had 
glaucoma. 

Considering the seriousness and prevalence of 
this condition and the simplicity and accuracy of 
the test, it is strongly recommended that it be 
performed routinely on all patients over 40 years 
who are seen for periodic examination. Tonom- 
etry should be done on older people before 
anticholinergic drugs are prescribed because of 
the danger of further increasing intraocular ten- 
sion in a patient with inapparent glaucoma. 
Visual acuity should always be tested and re- 
corded prior to determination of intraocular ten- 
sion, just as one would before performing any 
other procedure on the eye. 


AUDIOMETRY 


Screening for hearing loss has assumed con- 
siderable importance in military, industrial and 
school health programs and is a service which 
family physicians should be prepared to offer. 
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Recently, a double-frequency screening audi- 
ometer has been introduced (Ambco Oto Check, 
Model 700-D, earphones with switch, Ambco, 
Inc., Los Angeles, Calif.). House and his co- 
workers, and Merklin and Fox recommend its use 
for routine screening purposes since over 98 per 
cent of patients tested at 4,000 cycles were found 
to have no greater loss at other frequencies. The 
technique of this test is extremely simple, requires 
approximately two minutes per test and can be 
performed readily by an office aide. Referral to 
an otologist is in order if a hearing loss of greater 
than —15 decibels in either ear is detected. 


LEAD-1 ELECTROCARDIOGRAM 


A lead-1 electrocardiogram (ECG) has been 
shown to be as sensitive in screening for cardio- 
vascular disease as the 12-lead electrocardio- 
gram, but it is less specific. Dauber and associates 
found that 20 per cent of lead-1 tracings, which 
were read abnormal or doubtful, were subse- 
quently shown to be normal when a 12-lead trac- 
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ing was performed. This high percentage of false 
positives does not represent a serious defect for a 
screening test because an abnormal reading is 
merely an indication to do a 12-lead tracing and 
thorough clinical evaluation. Table 1 lists the 
criteria outlined by Dauber and associates for 
interpreting lead-1 electrocardiograms as ‘‘ab- 
normal.” 

These authors found their results to be as re- 
liable when the lead-1 tracings were taken with 
the patient sitting up as they were when taken 
supine. This makes the procedure technically 
very simple and quick. If standard ECG lead 
wires are used for lead-1 tracings, it is necessary 
to ground the leg leads in order to eliminate the 
60-cycle interference which these leads would 
pick up if left unattached to the patient or to 
the ground. 

It should be pointed out that the lead-1 
electrocardiogram is only a part of the screening 
necessary to detect early disease in the cardio- 
vascular system, since over 50 per cent of 
patients with other evidence of cardiovascular 
disease have normal electrocardiograms. Kur- 
lander and coworkers have shown that when the 
lead-1 electrocardiogram, a single blood pressure 
determination, a simple questionnaire and a chest 
film were combined, they were able to detect 96.6 
per cent of the cardiovascular disease in a series 
of 690 persons. In the present outline (Tables 1 
and 2), auscultation of the heart has been added 
to this list. 


CHEST ROENTGENOGRAPHY 


A chest x-ray used for screening purposes can 
detect three types of abnormalities not otherwise 
discernible. These include: inflammatory and 
degenerative abnormalities of the parenchyma of 
the lung, especially tuberculosis; abnormalities of 
the contour of the heart and great vessels, and 
neoplastic disease of the lung or mediastinum. 

Because these conditions are much more likely 
to occur without early symptoms in patients over 
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40 years of age, and because this is a relatively 
expensive procedure, it seems advisable to limit 
chest x-ray to patients in this age group. Of 
course, if the history or examination of any pa- 
tient suggests the presence of intrathoracic dis- 
ease, or if a history of exposure to tuberculosis is 
obtained, a chest x-ray should be obtained re- 
gardless of age. On the initial examination of a 
younger patient it may be advisable to obtain a 
chest x-ray to serve as a baseline for future refer- 
ence. 


TUBERCULIN TESTING 


A properly applied tuberculin test with either 
0.1 ml. of 1:2,000 old tuberculin or 0.1 ml. of 
intermediate strength purified protein derivative 
(0.0001 mg.) is an extremely valuable screening 
test for tuberculosis. In many cases this can be 
used as a substitute for a routine x-ray study of 
the chest. It is less expensive and one avoids 
radiation exposure. The tuberculin patch test is 
a useful, but less specific screening test for chil- 
dren. 


TEST FOR GASTRIC ACHLORHYDRIA 


The recent introduction of an effective tech- 
nique for “tubeless gastric analysis” has made 
available a simple method of screening for gastric 
achlorhydria. This technique utilizes a dye-resin 
complex, azuresin, which is given by mouth. The 
dye is split from the resin and absorbed only if 
the gastric secretion contains free acid. If the dye 
is absorbed, it is excreted in the urine, where it is 
readily detected. Caffeine stimulation is used in 
the routine test. A repeat test should be done on 
those patients who show achlorhydria on the ini- 
tial test, using betazole hydrochloride (Histalog®, 
Lilly) stimulation. 

This test should probably be reserved for pa- 
tients over 40 years of age. Those who are found 
to have achlorhydria should have a further ex- 
amination to rule out pernicious anemia and 
cancer of the stomach. 
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III. Laboratory Procedure Result Obtained 


Normal 


Abnormal | Not Done 


Occult Blood in Stool 
(from gloved finger ) 
Tonometry 
Audiometry 
Chest x-ray 
Tuberculin 
ECG (Routine or lead-1) 
Diagnex Blue 
STS 
Sedimentation Rate or 
C-Reactive Protein 
Blood Sugar 
Hemogram 
Hemoglobin 
Hematocrit 
White Blood Count 
Differential 
RBC Morphology 
Sickle Cell Test (Negro) 
Urinalysis 
Specific Gravity 


V. Disposition: 


Return Appointment Given: 


FORM 2. 


VAGINAL CYTOLOGY 


The Papanicolaou smear of cervical and vag- 
inal epithelial debris is so widely accepted and 
its value has been so thoroughly documented, 
that no comment is necessary except to urge that 
it be done at yearly intervals on every adult 
female patient in one’s practice, particularly 
young women. The long period that cervical 
malignancy may remain “in situ’”” makes a cure 
tate approaching 100 per cent possible, at least 
theoretically. 


SEROLOGIC TEST FOR SYPHILIS 


The serologic test for syphilis (STS) has had 
equally wide acceptance. Smith, Donahue and 
Stuart of the Venereal Disease Program, USPHS, 
report that from 1940 through 1955, 3,942,000 
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asymptomatic cases were brought to treatment 
by detection with the STS. They estimate this 
has saved 469,000 persons from the ravages of 
late symptomatic syphilis and has saved $14 bil- 
lion of personal income, not to mention the saving 
in terms of human misery averted. Yet, current 
estimates put the number of undetected cases of 
syphilis at about two million. As long as this is 
true, the screening now in effect in physicians’ 
offices, clinics, hospitals, blood banks and the 
military services, and required for marriage 
licenses and the licensing of food handlers, bar- 
bers and beauticians, should continue. 

Recently, in Greensboro, N.C., one positive 
test, picked up on a routine food handlers’ pre- 
employment examination, uncovered 28 addi- 
tional cases which had been previously unde- 
tected. 
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The Use of 
Screening Techniques 
in Family Practice 


SEDIMENTATION RATE AND C-REACTIVE PROTEIN 


Fischel has published an excellent summary of 
the uses of the erythrocyte sedimentation rate 
and C-reactive protein tests and their relative 
merits. His conclusion is: “Because of its ready 
availability, ease of performance, general relia- 
bility as a screening test, and long background 
in clinical medicine, the sedimentation rate 
remains one of the most valuable laboratory tests 
for the presence of inflammation.”’ Both the 
Wintrobe and Westergren methods are reliable 
screening tests. 

The ©-reactive protein (CRP) determination 
is an auxiliary test which occasionally may pro- 
vide additional information, particularly in the 
very early stages of inflammatory reaction. (Re- 
agents for performing the CRP may be obtained 
from Schiefflin and Co., New York, N.Y.) The 
CRP reagent is an antiserum and, as with any 
antiserum, there may be variations in potency, 
and therefore in sensitivity, among different 
batches of the reagent. It is also necessary to 
wait 24 hours before a definitely negative CRP 
can be reported, whereas a sedimentation rate 
can be reported within two hours. 


HEMOGRAM 


Wintrobe indicates that the hematocrit, white 
count, differential count and examination of red 
cells on the smear, comprise an adequate screen- 
ing hemogram. The addition of a sickle-cell 
preparation on Negro patients would involve 
little expense and often give useful information. 


BLOOD SUGAR 


Conn believes that the prediabetic state exists 
from conception, but that impaired carbohydrate 
tolerance must occur and be detected before diag- 
nosis can be made and prophylactic measures 
instituted. The fact that this state is inherited 
makes screening of relatives of diabetics a ra- 
tional and productive procedure. 
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He studied 387 apparently healthy relatives of 
diabetic patients and found diabetes in 18 per 
cent and probable diabetes in 4 per cent. As con- 
trols, he used 125 persons with no diabetes in the 
family and found an incidence of less than 2 per 
cent diabetics and probable diabetics. He then 
retested 259 relatives of diabetics, who had had 
negative glucose tolerance tests, using 50 mg. 
of cortisone at eight hours and two hours before 
the test. In this group, the test was positive in 25 
per cent of relatives and in 3 per cent of people 
with no family history of diabetes. Follow-up 
glucose tolerance tests, one to four years later, 
showed diabetes then present in 23 per cent of 
those with prior positive cortisone tests and 2 
per cent of those with prior negative cortisone 
tests. 

Wilkerson and associates summarized their 
results with various screening methods used in 
diabetes detection. They suggest that if a blood 
sugar level in excess of 180 mg. per 100 cc. of 
venous blood (Somogyi-Nelson method) is called 
abnormal, and if the blood is drawn between one 
and one-half and two hours after a high carbohy- 
drate meal, sensitivity and selectivity are both 
approximately 90 per cent. 

The use of a test meal of 100 Gm. of glucose 
may be more satisfactory. The fasting blood 
sugar gives a sensitivity of only 62 per cent but 
a specificity of 98.6 per cent. Urine sugars are 
less satisfactory because they are not specific at 
the trace level and sensitivity goes down rapidly 
if higher levels are used. 

These observations indicate that if intensive 
screening efforts were restricted to persons with a 
family history of diabetes they would give a good 
yield of “new” diabetics found and relatively few 
potential diabetics would be missed. Yearly re- 
checks with a two-hour postcibum blood sugar 
determination; or, possibly, a provocative test 
such as the cortisone test described by Conn, 
should be performed in this susceptible popula- 
tion. 


Volume XXIII, Number1 GP 


G2 2 BS Sa 


4 
= 
I 
I 
< - 
; he 
4 @ 
be 
A 


TABLE 1. 
Criteria for Reading Lead-1 ECG 
as “Abnormal” (adapted from Dawber) 


Inverted 

. Height 1.1 mm. or over 
. Width 0.11 sec. or over 
Notched 

Biphasic 

Isoelectric 

0.20 sec. or over 

. Width—0.04 sec. or over 
Depth—1.5 mm. or over 
. 0.11 sec. or over 


P Wave 


P-R Internal 
Q Wave 


QRS Interval 


R Wave—Height 11. Under 1.0 mm. 
12. 15 mm. and over 

§ Wave—Height 13. Greater than R, unless low 
voltage 

ST Segment—Deviation 14.1 mm. or more deviation 
above/below baseline 

T Wave—Amplitude ~ 15. Inverted 
16. Isoelectric 
17. Biphasic 
18. Less than 0.5 mm. 

Rate 19. 120 or over 

Rhythm* 20. Atrial fibrillation of flutter 


21. Paroxysmal atrial tachycar- 
dia 


22. Paroxysmal ventricular tachy- 
cardia 

23. Heart block 

24. Multifocal premature beats 
or coupled rhythm 


*Bradycardia of any degree is considered normal except in the presence of 
heart block (see 23 above). 


Ventricular premature beats are normal unless multifocal or coupled rhythm 
(see 24 above). Wandering pace makers and occasional ventricular premature 
beals or atrial premature beats— normal. 


RECTAL EXAMINATION, SIGMOIDOSCOPY 
AND STOOL FOR OCCULT BLOOD 


Digital palpation of the prostate during rectal 
examination is the only practical screening pro- 
cedure for early diagnosis of carcinoma of the 
Prostate, the most common cancer in men over 
65 years of age. In addition, the majority of large 
bowel malignancies are within reach of the exam- 
ining finger. No examination is adequate if this 
procedure is omitted. 

Collen and Linden cite their experience with 
sigmoidoscopy used in a screening program for 
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all patients over 40 years of age. In the first 1,000 
patients examined, 5.8 per cent were found to 
have rectal or sigmoid polyps and one patient 
was found to have carcinoma of the rectum. In 
every case, these abnormalities were unknown to 
the patient. Sigmoidoscopy can be done easily in 
the office and without preparation if the patient 
has had a bowel movement on the day of exami- 
nation. The knee-chest position must be used. 

Hoerr and associates evaluated the ortho- 
toluidene, benzidine and guaiac tests for occult 
blood in the feces in a series of 140 hospitalized 
patients. Careful follow-up examinations were 
done. They concluded that the guaiac was the 
most reliable of these three tests, with good sensi- 
tivity (three definitely false negatives) and only 
5.7 per cent false positives. Five of the positives 
in this series were subsequently found to have a 
malignancy of the gastrointestinal tract. 

Holt reported on the results of routine guaiac 
determinations performed on the stools of 1,600 
patients seen in private office practice. He ob- 
tained 77 positives, 40 of which were positive on 
recheck. Twenty-five of these 40 substantiated 
the clinical diagnosis and four led to a new diag- 
nosis: two multiple polyposis of colon, one cancer 
of the sigmoid and one silent duodenal ulcer. 
Nine were false positives in that no clinical diag- 
nosis was made after extensive work-up. There 
were two “false negatives” in a patient with ex- 
tensive cancer of the stomach and in a patient 
with acute perforated duodenal ulcer and poly- 
posis of the sigmoid. 

Since the stool guaiac is easy to do, inexpensive 
and not time consuming, it is well worth perform- 
ing, although the yield is relatively small. A 
specimen obtained from the gloved finger after 
rectal examination is adequate for screening. A 
repeat test should be done whenever there is nc 
obvious reason for a weakly positive result before 
extensive work-up is initiated. The patient should 
be advised to omit meat from the diet for three 
days before re-examination is done. 
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The Use of 
Screening Techniques 
in Family Practice 


URINALYSIS 

Urinalysis is a standard procedure in patient 
work-up, but it is more valuable as a screening 
test if, in order to evaluate the concentrating 
capacity of the kidney, the patient is asked to 
drink no fluids after supper the night before and 
to bring in his first and second voided specimens 
on the morning of the examination. No fluids 
should be taken until the second specimen is ob- 
tained. The specific gravity of the second speci- 
men should be 1.022 or more. 

It should be recognized that unless the patient 
has been on a relatively high protein diet for 
three days before the test is done, a low specific 
gravity may not be indicative of renal disease, 
since nitrogenous wastes make up such a large 
part of the urinary solids. In addition, it is es- 
sential that the accuracy of the urinometer 
calibration be rechecked periodically, using dis- 
tilled water. With these precautions, the specific 
gravity is a good screening test of renal function. 

The discovery of pyuria, glycosuria, albumin- 
uria or the loss of the ability to excrete a con- 
centrated urine, on screening urinalysis requires 
that appropriate further studies be performed to 
elucidate the cause of the abnormal finding. 


Conference with Patient 


After the results of all the examinations and 
tests have been evaluated by the physician, there 
should be a final conference with the patient. At 


this time, all findings should be thoroughly dis- 
cussed and any indicated general or specific ad- 
vice given. Also, any further studies can be 
planned at this time. In giving general advice, 
health education booklets such as those dis- 
tributed by insurance companies, volunteer 
health agencies and drug houses, which relate to 
the patient’s specific problem may be useful. 

This final interview should be held at a time 
when an extra 15 to 30 minutes will not disrupt 
the physician’s daily schedule. In fact, periodic 
health examinations would probably be more 
effective if they were separated from regular 
office routine entirely by allocating a specific time 
for this function, because counseling and health 
education should be considered an integral part 
of this type of examination. 

A program such as the one outlined here is in 
no way applicable as a diagnostic approach to 
sick patients. Rather, it is presented as one means 
of obtaining, periodically, a “health profile” of 
patients for whom the physician has the responsi- 
bility for continuing care. This approach offers 
maximum utilization of ancillary personnel and 
at the same time the physician fulfills his proper 
functions of performing more specialized proce- 
dures, evaluating data, planning therapy and 
educating his patients in matters pertaining to 
healthful living. 


A coupon for ordering an extensive bibliography accom- 
panying this article may be found adjacent to the Index to 
Advertisers. 
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An Evaluation 
of Radioiodine Tests 
of Thyroid Function 


RICHARD M. CRAIG, m.p. 


AND ROBERT A. FLAHERTY, ™.p. 
Ft. Wayne, Indiana 


The levels of thyroid activity at six 

and at 24 hours after ingestion of radioactive 
iodine showed good correlation 

with the clinical results, but uptakes of less 

than six hours were of value only’ in detecting 
hyperthyroid patients. Neck-thigh ratios 

at two hours were simple and reasonably precise. 
The diagnosis of hyperthyroidism was more easily 
confirmed than hypothyroidism. 
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AN ISOTOPE LABORATORY was established in the 
Lutheran Hospital in January, 1957. In the next 
two and one-half years, tests of thyroid function 
were performed on 525 different patients. In 
every patient, radioiodine activity of the thyroid 
gland was determined 24 hours after an oral 
tracer. In many of these same patients, other test 
procedures were employed. 

This article presents a comparison of the re- 
sults of such tests in an effort to find the test or 
combination of tests most useful in routine thy- 
roid studies. Because of its widespread use, the 
24-hour activity of radioiodine in the thyroid 
gland was used as the basis for comparison. Cor- 
relation of the radioiodine test results with the 
final clinical diagnosis was possible in most but 
not in every patient. 


Literature 


A review of recent isotope literature indicates 
that there is little general agreement on the ideal 
test of thyroid function. Various investigators 
favor tests of urinary excretion, blood levels of 
inorganic and organic I™*", and thyroid accumula- 
tion of I'** at varying time intervals. 

Recently, greater interest has been given to the 
early accumulation of I'* by the thyroid gland. 
In this group one- two- six- and eight-hour levels 
of I'*" become most significant. 

This latter group of investigators present con- 
vincing evidence that reliable separation of eu- 
thyroid and hyperthyroid patients can be accom- 
plished. In a study of 389 patients, McConahey, 
Owen and Keating concluded that the six-hour 
thyroid uptake was simple and, in some ways, 
more reliable than the 24-hour test. Neither the 
six-hour nor the 24-hour test constantly separated 
euthyroid and hyperthyroid patients. In a more 
limited study, Adams and Purvis favored the 
eight-hour I'*' uptake over the 24-hour test. 
These authors also emphasized the significance 
of the difference between eight- and 24-hour I'*! 


91 


| 
S- J 
i. 
S- 
— * 
ot 
ie 
re 
ur 
le : 
rt 
ij 
n 
4 
| fi 
Is 
d ] 
0 
fe 
d 
” 
e 


An Evaluation 
of Radioiodine Tests 
of Thyroid Function 


levels in the separation of normal and hyperactive 
thyroid glands. Still others present the value of 
two-hour neck-thigh ratios as well as two-hour 
thyroid I'*' levels. These same authors question 
the value of the 24-hour uptake. 

Howard, McAlister and McEvedy, utilizing 
I'*?, were successful in establishing the diagnosis 
in 90 per cent of 139 patients with the study of 
thyroid accumulation and neck-thigh ratios at 
two hours. 

VanderLaan emphasized the significance of 
thyroid uptake in the first hour. Using 3 to 10 
mg. of iodide to block hormone synthesis, he was 
able to establish the diagnosis of hyperthyroidism 
as early as ten minutes after the initial dose. 
VanderLaan’s method, of course, is not a new 
approach to thyroid study. 

Two-hour neck-thigh ratios have been par- 
ticularly valuable in the hands of some investiga- 
tors. This is a simple procedure which probably 
should be used more frequently. Another ap- 
proach to thyroid disease involves salivary gland 
function with radioiodine. 

In one study of 350 patients, the 24-hour ac- 
tivity of saliva was compared with the 24-hour 
uptake, conversion ratios and plasma I’* levels. 
A ratio of saliva activity compared to PBI! 
levels seemed particularly valuable in detecting 
hypothyroid patients. 

There are many reports which compare results 
of multiple radioiodine tests. Each report pre- 
sents the case for a favorite test. There is much 
overlapping and yet there are many different 
favored procedures. It is difficult to draw con- 
clusions but it would appear that thyroid accum- 
ulation at six- and 24-hours, two-hour neck-thigh 
ratios, PBI"! levels and chemical PBI determi- 
nations are the most reliable. Valid conclusions 
should be based upon individual experience with 
continued use of such tests. Certainly, clinical 
evaluation is of great importance because all tests 
leave something to be desired in the management 
of many patients. 
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Methods 


Patients in our laboratory received tracer doses 
of 15 to 20 ue. of I'**. Capsules of radioiodine 
were given one to two hours after a light break- 
fast. In a few patients, the tracer dose was ad- 
ministered before breakfast. 

All patients were studied 24 hours following 
ingestion of the I’*. Counting was done with a 
scintillation tube having a crystal size of 1 in. x 
1 in. Anterior, posterior and both lateral areas of 
the neck were counted at 15 cm. distances. The 
average activity of all areas was then compared 
with activity of a standard counted in a neck 
phantom. Fifteen to 35 per cent accumulation of 
the tracer dose at 24 hours was used as the range 
of normal in our laboratory. 

The results of 24-hour thyroidal collection were 
tabulated for 525 consecutive patients. Varying 
numbers of these same patients had other proce- 
dures for comparison. 

Fifty-four patients were studied for I'* ac- 
cumulation by the thyroid gland at six hours. The 
results in 29 patients were in the normal range 
for our laboratory—10 to 25 per cent. Fifteen pa- 
tients showed greater than normal accumulation 
at six hours. All of these patients showed accumu- 
lation in the hyperactive range at 24 hours. Ten 
of these patients showed less than normal uptake 
of I'*" at six and at 24 hours. All patients in the 
normal range at six hours remained normal at the 
time of the 24-hour study. Thus, six- and 24-hour 
uptakes showed excellent correlation in the 54 
patients studied. 

An additional 123 patients were studied for 
I'*! uptake by the thyroid gland at less than six 
hours. Most of these procedures were performed 
at two to four hours following the tracer dose. 
The result was in the normal range of 10 to 25 
per cent accumulation in 76 patients. Of these 76 
patients, only 55 had normal results in their 24 
hour test. Nine of the remaining 21 patients 
showed levels above the normal 24-hour range 
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and 12 determinations fell in the hypoactive 
range. Twenty patients showed greater than nor- 
mal accumulation of the I’* at less than six 
hours. Of these patients, 18 were also in the hy- 
peractive range at 24 hours. Twenty-seven re- 
sults were in the hypoactive range at less than six 
hours. These same patients at 24 hours showed 11 
in the normal range and 16 in the hypoactive 
range. The greatest value of uptake studies at 
two to four hours was in the hyperthyroid group. 
The normal and hypothyroid patients showed 
poor correlation between the early and the 24- 
hour uptakes. 

A total of 103 patients had counts to determine 
neck-thigh ratios. Of 57 patients with a 24-hour 
uptake study in the normal range, neck-thigh 
ratios averaged 3.4 with a variation of 9.5 to 0.7. 
In only two of these patients was the ratio over 
7.0. Twenty-one patients showed I’*! accumu- 
lation in the hyperactive range. In this group, the 
neck-thigh ratios averaged 12.4 and only two 
were less than 5.0. In the hypoactive group at 24 
hours, the neck-thigh ratio averaged 2.4. Twenty- 
five patients were included. The range was 1.3 
to 5.0. Only four patients had ratios in excess of 
4.0. Although these ratios have not agreed com- 
pletely with the 24-hour results, they have proved 
of real value to us in distinguishing the euthyroid 
and hyperthyroid patients. 

Two additional procedures were compared 
with the 24-hour thyroid uptake and found un- 
reliable. Crude saliva counts were made on 143 
patients. The activity of 1 cc. of saliva 24 hours 
following the tracer dose was measured in the 
well counter. Counts of less than 1,000, suggest- 
ing hyperthyroidism, were recorded in 25 pa- 
tients. The I'*! 24-hour thyroidal collection was 
elevated in only 12 cases, 11 were normal and two 
were hypoactive. Clinical agreement with this 
test was poor. Because of variation in the amount 
of saliva produced by different patients, this test 
was difficult to control. 

Twenty-four hour conversion ratios were de- 
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termined in 25 patients. This procedure was per- 
formed with the anion exchange resin technique. 
Correlation with clinical and other laboratory 
findings was poor in our study. 


Summary and Conclusions 


From this study of 525 patients several con- 
clusions were possible: 

1. With the tests used, the diagnosis of hyper- 
thyroidism was more easily confirmed than hypo- 
thyroidism. The latter diagnosis was usually 
present only in patients with uptakes consider- 
ably less than the lower limits of normal. Uptakes 
in the low and subnormal levels were frequently 
the result of interfering medication. The presence 
of such medications continues to be a problem 
despite careful histories prior to feeding. 

2. The levels of thyroid activity at six and at 
24 hours showed good correlation with the final 
clinical diagnosis. Convenience is one of the chief 
advantages of the 24-hour test. Patients could be 
studied just as accurately at six hours. 

3. The uptakes at less than six hours were of 
value only in detecting hyperthyroid patients. 

4. Neck-thigh ratios at two hours were simple 
and reasonably precise. Results showed excellent 
correlation with the clinical findings. This test 
should be used more widely. 

5. Although the use of 24-hour conversion ra- 
tios in thyroid study is of proven value, our re- 
sults, with relatively few patients, were disap- 
pointing. 

In this group of patients, uptakes at six- and 
24-hours were equally reliable. Neck-thigh ratios 
two hours following an oral tracer also yielded 
consistent results when compared with the final 
diagnosis. 

The authors express appreciation to Miss Clara Bjérngjeld 
who served so capably as technician in the isotope laboratory. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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In every case of chronic cervicitis, 
malignancy must first be definitely ruled out 
by careful cytologic studies, the Schiller test 
or biopsy. Antibiotics, except in acute 
cervicitis, have limited value. 

Estrogens can be used when there is 
postmenopausal atrophic epithelium. 
Enzymes will help to clear up 

necrotic debris. Cauterization by chemical 
or electrical means may be necessary 

in refractory cases. 
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Treatment of Nonmalignant Unhealthy Cervix: Cervicitis 


AS A SOURCE of gynecologic symptomatology, 
cervicitis appears to be much less important now 
than in former years. Improved obstetric care, 
the effectiveness of antibiotics in acute infectious 
processes and the growing trend toward periodic 
health examinations have done much to reduce 
the frequency with which the unhealthy or 
chronically infected cervix is seen. However, 
chronic irritation and inflammation and the 
morphologic changes preceding malignancy as- 
sume ever-increasing importance in our thinking, 
and rightly so. 

This discussion will be concerned with chronic 
cervical disorders or the nonmalignant u- 
healthy cervix. The common problem of acute 
cervicitis associated with various types of vagini- 
tis will be specifically excluded, for it is a major 
subject in itself. 

There are few symptoms which should be con- 
sidered as specific of cervicitis, and probably the 
only positive one is a mucopurulent vaginal dis- 
charge. Pelvic pain, backache and, more con- 
monly, dyspareunia may be symptoms of cervical 
disease and should be considered if similar pain 
can be reproduced by manipulation (specifically, 
elevation) of the cervix, or if infected, endo- 
cervical mucus is found. Otherwise, look beyond § 
the cervix for the cause. Genital spotting or con- 
tact bleeding strongly suggest cervical disease, 
more often malignant than benign. Infertility 
may result from cervical factors but it is difficult 
to prove such causal relationship. 


Diagnostic Differentiations 

In our experience, the visible and palpatory 
findings are far more reliable than symptoms and 
serve as the primary basis for diagnosis. Tender- 
ness of the cervix and adjacent parametrial and 
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uterosacral tissues may be caused by cervical 
disease. However, this may be difficult to dif- 
ferentiate from other pelvic processes, particu- 
larly the frequent, ill-defined pelvic pain or pelvic 
congestion syndrome. Examination of the endo- 
cervical mucus will aid, for if cervicitis is the 
cause of the tenderness, the mucus usually con- 
tains pus cells. Concentric, velvety red erosion of 
the cervix is occasionally congenital in origin but 
usually is seen post-partum. It is an hormonally 
influenced, noninflammatory process, and repre- 
sents extension of the glandular epithelium out 
onto the portio. Even so, we consider such cer- 
vices as unhealthy, if not worrisome. Eccentric 
granular erosion, with or without an associated 
mucopurulent discharge, is a characteristic find- 
ing in patients with causally-related symptoms. 
This sort of cervix is usually seen in a multiparous 
patient but may occur in nulligravidae. Unhealed 
lacerations and associated areas of exposed endo- 
cervical canal are familiar sights to those who 
examine the cervix. Small or large areas of ulcer- 
ation with absence of intact squamous epithelium 
are less common and warrant closer attention. 
Nabothian cysts are frequent and innocuous end 
results of chronic inflammation. The appearance 
of other specific entities, deserving special con- 
sideration, will be discussed later. 


Measures of Treatment 


What and how to treat is, in some measure, a 
matter of philosophy. It is agreed that the patient 
with symptoms thought to be caused by an un- 
healthy cervix should be treated. The apparent 
relationship between benign cervical disease and 
subsequent malignancy is sufficiently impressive 
for the author to extend the policy of treatment to 
include patients with asymptomatic unhealthy 
cervices. Carcinoma of the cervix is uncommon in 
patients who do not have long exposure to chronic 
inflammation and irritation, or who receive ade- 
quate treatment of nonmalignant lesions. For 
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example, obstetricians, who routinely cauterize 
each post-partum cervix, report an extremely 
low incidence of cervical cancer. Moreover, it has 
been shown that cervical cancer is preceded by a 
progression of atypical epithelial changes for 
many years. Admittedly, the evidence is only 
suggestive that carcinoma rarely occurs in a 
healthy cervix, but since there is no proof that 
treatment of the unhealthy cervix does not reduce 
the likelihood of carcinoma, we prefer to treat 
all unhealthy cervices. By and large, treatment 
should be continued until the portio is entirely 
covered with intact squamous epithelium. 

Logically then, the treatment of chronic cervi- 
cal disease begins with attempts at prevention. 
And the area for greatest attention is in the man- 
agement of the obstetric patient. It is important 
to examine the cervix of a pregnant patient not 
once, but several times, during the course of 
pregnancy, and to treat, in a conservative fash- 
ion, any and all lesions noted. Prompt attention 
should be given to injuries at the time of delivery 
and we recommend routine inspection of the 
cervix following delivery and adequate repair of 
even minor lacerations. The practice of treating 
the post-partum cervix, usually conservatively, 
until it is covered with intact squamous epithe- 
lium is strongly recommended. Some physicians 
seek the same end by routine cauterization of all 
post-partum cervices. 


THERAPY 


We prefer to begin actual treatment of the un- 
healthy cervix with simple methods, and pro- 
gress, as necessary, to more vigorous forms of 
treatment. Frequently, just the process of taking 
multiple cervical biopsies will stimulate sufficient 
healing to obviate the need for further therapy. 
Maintenance of an acid pH in the vagina is of 
paramount importance. During pregnancy and 
in the immediate post-partum period, the use of 
acid douches or jellies may be all that is neces- 
sary to stimulate spontaneous re-epithelialization 
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Treatment of 
Nonmalignant Unhealthy Cervix: 
Cervicitis 


of the so-called erosion. Remember that such 
lesions are partially under hormonal control and 
merit less vigorous treatment and greater pa- 
tience, to allow physiologic repair mechanisms to 
occur spontaneously. Certainly, any alkaline 
douche should be strenuously condemned in the 
treatment of cervicitis, and the simple vinegar 
douche with a small amount of detergent has 
yet to be surpassed. Acid-producing jellies such 
as Aci-Jel® may be more easily used by some 
patients, with equally satisfactory results. 


ANTIBIOTICS 


Antibiotics have limited value, except in the 
treatment of acute cervical infection. Systemic 
antibiotics are indicated when there is associated 
endometritis or parametritis, such as occurs in 
the postabortal state and occasionally with oc- 
cult high endocervical infection. The local ap- 
plication of antibiotics, however, has been dis- 
appointing. Penicillin vaginal creams are men- 


TABLE 1 


Treatment of the Nonmalignant 
Unhealthy Cervix 


. Prophylaxis 

. Thorough treatment of the post-partum cervix 
. Exclude malignancy 

Acid pH 

Sulfa (Gantrisin) Cream 
Estrogen cream (in atrophic) 
Local enzymes (if necrotic) 
Negatan cautery 

. Electrocautery—diffuse 

. Cone (cold) only for diagnosis 
. ? Remove cervical stump 


So 


tioned only to be condemned. Sulfonamide va- 
ginal cream is used in cases where examination of 
the cervical discharge reveals numerous pus cells 
and readily apparent bacteria. The use of Gan- 
trisin® vaginal cream, together with an acid- 
producing douche, will usually be adequate to 
clear up the mild cervicitis that is seen in the 
immediate post-partum period. The nitrofurans, 
in the form of suppositories, are of special value 
where the disease is associated with considerable 
amounts of sloughing or degeneration of the 
epithelium. 


HORMONES 


The use of estrogen, either in suppositories, 
such as 0.1 mg. stilbestrol, or cream, is very im- 
portant when the cervical disease is coincident 
with postmenopausal atrophic epithelium. Re- 
member that if there is a contraindication to the 
use of estrogens, methyltestosterone will work 
with equal effectiveness, and for this purpose the 
methyltestosterone linguets are recommended. 
These can be applied directly to the vagina with 
great local absorption. Cortisone ointments have 
been used in the management of chronic cervici- 
tis, as in most every other disorder, but there is 
no information suggesting that cortisone is any 
more effective than less expensive and more ra- 
tional forms of treatment. 


APPLICATION OF ENZYMES 


Recently, we have been interested in the ap- 
plication of enzymes to the management of 
cervical disease. A preparation containing tryp- 
sin and a balsam of Peru base has been remark- 
ably effective, particularly in the management 
of postradiation necrosis and inflammation. This 
product is available in aerosol form and it is 
quite simple for the patient to apply the com- 
pound directly to the cervix. It clears up the 
debris of necrotic degenerating tissues to a re- 
markable degree, and, in our cancer clinic, has 
won the wide acceptance of patients and phy- 
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sicians alike. This agent is equally effective in 
clearing away the mucus for adequate examina- 
tion of the cervix. We are currently investigating 
other types of enzyme preparations. 


CAUTERIZATION 


Chemical Cauterization. In many cases, these 
simple methods will not be adequate to return 
the cervix to a healthy state, and if such does not 
occur rather promptly, the cervix should be cau- 
terized, either chemically or electrically. For the 
cervix which has very minor degrees of abnor- 
mality, and is covered for the most part by 
healthy epithelium, possibly with exposed endo- 
cervix, the use of a chemical cauterizing solution 
seems perfectly adequate. This is applied directly 
by a cotton-tipped applicator. Negatol (Nega- 
tan®) solution, in our experience, is preferable to 
the solution of silver nitrate or to the silver nitrate 
sticks or applicators. Negatan has been used 
successfully to treat an endocervical polyp during 
pregnancy, where removal was especially contra- 
indicated. 

Electrocauterization. If the abnormality is deep 
and extensive or chemical cauterization is not 
readily effective, electrocauterization is in order. 
This can be accomplished either by actual hot 
cautery or the electrocoagulation unit. The latter 
is preferred, but both are effective. 

It is important when cauterizing a cervix— 
particularly when cauterizing the post-partum 
cervix—not to attempt a deep cauterization, but 
rather to do a radial surface cauterization which 
covers the entire surface of the cervix and does 
not leave any diseased or abnormal tissue behind. 
Deep radial cauterization is unnecessary and 
may be harmful. However, the light, but diffuse, 
cauterization is rarely, if ever, associated with 
complications. Following cauterization the pa- 
tient is instructed to use Furacin® suppositories, 
or one of the enzyme-containing preparations, 
for two weeks. 

The use of electroconization is rarely, if ever, 
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Technique in Obtaining Routine Vaginal Smears 


METHOD. 


“ 


1. Use_no lubricant 
during exantination until 
smears are takénig 


. Compress rubber bulb. 
Insert pipette into vagina 
at posterior fourchette. 


. When mucous pool at posterior 
fornix is reached» Release 
bulb and rotate pipette 30°. 


r 


FIGURE 1. Recommended steps in obtaining vaginal cytologic 
smears. (Continued on next page.) 
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Treatment of 
Nonmalignant Unhealthy Cervix: 
Cervicitis 


Technique in Obtaining Routine Vaginal Smears 


10. Clearly visualize cervix. 
Place tongue blade spatula 
at cervical os. 


5. Withdraw pipette slowly: 
Maintain sufficient bulb 
compression so that secretions + 
remain near tip and are 
not sucked into bulb. 2 


¥ 


11. Rotate spatula 360° 
scraping entire squamo- 
columnar junction. ~ 


6. Biow secretions onto 
two (2) slides—one with, 
paper clip. 


7. Smear one (1) slide only 
with fifth finger ‘twice, 


12. Withdraw and rapidly spread 
material evenly over one slide. 


8. Drop_immediately into fixative. 13. Drop immediately into . fixative. 


Slightest drying may ruin smear, 


9. Repeat steps 7 and’8 
with second slide. 


FIGURE 1. (Continued from preceding page.) 
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1. Place wide end { 
of tongue blade spatula 

at cervical os. 
li. Scrape any suspicious areas, 


or repeat circumferential 
scraping. 


. Withdraw and rapidly 
spread material evenly 


over slidey « 


Drop immediately into fizative. 


IS. Fit format least one-half) hour.” 
Remove slides and. allow to dry in atr. - 
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indicated and in our clinic this has not been em- 
ployed as a therapeutic measure for a consider- 
able number of years for several reasons. We are 
becoming increasingly interested in obtaining 
tissues which are satisfactory for pathologic 
examination. The use of the cauterizing current 
sufficiently distorts the tissue architecture as to 
render it difficult for histologic interpretation. 
Moreover, should abnormal features be dis- 
covered in the cone specimen, subsequent studies 
will be obscured because of the healing processes. 
Biopsies and smears may be unsatisfactory for a 
period of at least four weeks. The incidence of 
cervical stenosis is, while not high, at least sig- 
nificant, following deep electroconization. In our 
clinic, conization of the cervix is done only for 
diagnosis, and this by cold knife conization. 


Exclusion of Malignancy 


Before any but the simplest treatment is in- 
stituted, adequate measures should be taken to 
exclude malignant disease. The most valuable 
and easily-applicable tool for that purpose is rou- 
tine vaginal cytology, prior to pelvic examina- 
tion. This is most reliable when two smears—one 
aspirated from the posterior fornix and one ob- 
tained by scraping the external os area with a 
tongue blade—are submitted to the pathologist 
(Figure 1). 


SIMPLE TECHNIQUES 


The application of iodine to the cervix (the 
Schiller test) is a very simple technique which un- 
fortunately receives too little emphasis. Areas of 
apparently intact epithelium which do not stain 
with the iodine solution, and thus considered 
Schiller-positive, are certainly not diagnostic of 
malignancy, but they are the areas most likely to 
represent one or another type of cervical ab- 
normality. We make it a practice to paint all 
abnormal-appearing cervices with iodine solu- 
tion, and find this procedure extremely helpful. 
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Treatment of 
Nonmalignant Unhealthy Cervix: 
Cervicitis 


Another simple technique is to insert a cotton- 
tipped applicator into the cervical canal and ro- 
tate it around once or twice. In the normal cervix 
this will not result in bleeding, but in the ab- 
normal cervix, bleeding may be provoked by this 
maneuver, and if so, should be investigated by 
direct aspiration smears from the endocervix or 
by curettage with a small endocervical or en- 
dometrial curette. This technique can also dis- 
close infected mucus and endocervicitis not other- 


wise apparent. 


CERVICAL BIOPSY 


Any areas of the cervix which are suspicious, 
or, more specifically, areas which bleed on con- 
tact, are not covered with intact squamous 
epithelium, or are Schiller-positive, warrant 
cervical biopsy; and electrocauterization should 
never be done without prior biopsy. Taking a 
cervical biopsy in the office is a simple, safe pro- 


FIGURE 2. Square and modified-square jaw biopsy forceps. 


cedure (even during pregnancy); it is not as- 
sociated with any appreciable discomfort or ex- 
pense to the patient and may reveal valuable in- 
formation. The areas to be biopsied should be 
determined by the Schiller test or from four 
quadrants. It is preferable to use one of the 
biopsy instruments which is relatively long and 
has a square or modified-square jaw (Figure 2). 
They are infinitely superior to the “ice cream 
scoop” biopsy instrumen: frequently employed, 
for they allow proper orientation of the biopsy 
specimen by the tissue technician in the pa- 
thology laboratory and thus insure your obtaining 
maximum information from the biopsy specimen. 
Two instruments used in our clinic are the curved 
Schubert biopsy punch and the Young biopsy 
forcep. To control bleeding subsequent to cervical 
biopsy, a cotton applicator dipped in Monsel’s 
solution (saturated solution ferric subsulfate) or 
Negatan usually is sufficient. Monsel’s solution 


FIGURE 8. Materials for office biopsies of the cervix: Young 
biopsy forceps, curved Schubert biopsy forceps, Negatan, 
Monsel’s solution (ferric subsulfate, saturated solution), 
lamb’s wool tampon and cotton-tipped applicators. 
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is particularly effective and inexpensive. In those 
cases where this doesn’t suffice, a lamb’s wool 
tampon with one end soaked in Negatan may be 
placed against the cervix and removed later in 
the day by the patient (Figure 3). 


COLD CONE BIOPSY 


The use of cold cone biopsy should be reserved 
for special cases and should not constitute a part 
of the routine or usual investigation of the un- 
healthy cervix. The cold knife conization is an 
extremely valuable technique for the evaluation 
of the apparently normal cervix from which 
positive cytologic smears have been obtained, 
and for other cervices in which punch biopsies 
have revealed some abnormality which warrants 
further elucidation. However, we strongly recom- 
mend cervical punch biopsies as an office pro- 
cedure prior to cold knife conization, where 
there is any lesion visible on speculum examina- 
tion. If such biopsies do not give all of the neces- 
sary information, cold knife conization can then 
be carried out. If the biopsies do give the informa- 
tion sought—that is, they demonstrate a benign 
process which is not contradicted by repeated 
positive cytology, or they demonstrate clear-cut 
invasive carcinoma—the appropriate treatment 
May be instituted, and the entire process will 
have saved the patient a considerable amount of 
time and money. 

Such steps in diagnosis may at times be ex- 
cluded. Certainly not all cases of eversion of the 
endocervical canal seen at the time of the post- 
partum visit or the congenital erosion which may 
be seen first at a premarital examination need be 
biopsied. There is, of course, room for common 
seise management. 


Specific Nonmalignant Entities 
ENDOCERVICITIS 


Occasional cases of pelvic pain and dyspareunia 
are due to chronic endocervicitis, not apparent 
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on inspection of the cervix. The diagnosis may be 
made by reproducing the pain with cervical 
manipulation, and by finding infected endo- 
cervical mucus. 

It is important that the cervical mucus be 
examined during midcycle, for white blood cells 
may normally be present preceding and following 
menstruation. Treatment by office dilatation of 
the cervix and chemical cauterization of the en- 
docervix may be remarkably effective. If not, 
and if there is associated parametritis, systemic 
antibiotics may be administered for three to five 
days. 


LEUKOPLAKIA 

Leukoplakia of the cervix is recognized by the 
presence of white raised patches which do not 
readily scrape away. Whereas leukoplakia of the 
vulva has a definite premalignant connotation, 
the same does not necessarily apply to the cervix. 
Leukoplakia may on occasion become malignant 
but it is not considered generally to have this 
significance. The lesion should be biopsied to 
determine its exact nature and then the area 
adequately removed by superficial electrocoagu- 
lation or cauterization. 


PAPILLOMATA 


Papillomata of the cervix are fairly uncommon 
and more apt to be encountered during preg- 
nancy. 

In the pregnant state, following biopsy, the 
lesion can be observed, for in the majority of in- 
stances it will undergo spontaneous regression 
following completion of the pregnancy. In the 
nonpregnant state, the likelihood of malignant 
change is somewhat greater and the lesion should 
be removed rather than await spontaneous re- 
gression, which is unlikely to occur. 


ENDOCERVICAL POLYPI 


Endocervical polypi are easily avulsed, care 
being taken to remove the base of the polyp. 
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Treatment of 
Nonmalignant Unhealthy Cervix: 
Cervicitis 


PROLAPSED UTERUS 


Ulceration and other trophic changes are fre- 
quently encountered on the cervix of a prolapsed 
uterus. An ideal method of management, after 
negative biopsies, is for the patient to replace the 
uterus, each night, with a large cotton pledget 


generously smeared with one of the estrogen. 


creams or apply cream alone after a pessary has 
been inserted. Such lesions should be completely 
eradicated prior to any vaginal curative surgery. 


MUCOCELE 


Mucocele may result from estrogen adminis- 
tration to a postmenopausal patient who has 
cervical stenosis. The cervix enlarges, becomes 
tense and cystic, and upon examination, the en- 
tire upper vagina seems to be ballooned out. This 
diagnosis should be considered when it is im- 
possible to clearly outline the cervix and/or the 
cervical os. If suspected under these circum- 
stances, the diagnosis can be confirmed by needle 
aspiration of the area, which will release thick 
mucus. Treatment is quite satisfactorily accom- 
plished by incising the cervix, allowing the 
mucus to drain and then suturing a polyethyl- 
ene tube in place, which can be left for a week or 
ten days. Thereafter, the patient is seen fre- 
quently, with cervical probing to insure per- 
sistent drainage. This condition should be looked 
for in patients who receive estrogen therapy and 
who have complaints of lower abdominal pain 
and an absence of any withdrawal bleeding when 
the medication is given in cyclic fashion. 


POSTRADIATION CERVICAL SLOUGH 


In the management of patients with cervical 
carcinoma adequately treated and presumably 
cured, the problem of postradiation cervical 
slough may cause great concern to both phy- 
sician and patient. These lesions are extremely 
difficult to heal, and the healing requires con- 
siderable periods of time. There are no short- 
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cuts, and the most important techniques are 
those of adequate hygiene, as accomplished by 
frequent warm, slightly acid douches, and some 
agent to remove the necrotic debris and decrease 
the offensive discharge. Here is an area in which 
the use of enzymatic debridement has proved 
of considerable value. In all such patients, we 
recommend the use of one of the vaginal prepar- 
ations containing either trypsin or fibrinolysin. 


CERVICAL STUMP 


Management of chronic cervicitis occurring in 
a cervical stump deserves special consideration. 
This, of course, is a condition readily preventable 
by routine use of total hysterectomy, but it is one 
which we occasionally still encounter. If there 
are significant symptoms and there is a chronic 
inflammatory situation which does not immedi- 
ately respond to conservative therapy, removal 
of such diseased cervical stumps is indicated. 
While this, at first glance, may seem somewhat 
radical, the operation is readily accomplished by 
the vaginal route, and once and for all removes 
the possibility of further discomfort and/or 
malignant change in a diseased, otherwise use- 
less, tag of the uterus. 


PREGNANCY 


During pregnancy, the steps previously out- 
lined may be followed completely. Where suspi- 
cion is high, cervical biopsy with a cervical punch 
may be done without complication. There is no 
evidence to show that biopsies have precipitated 
spontaneous abortion. Chemical cauterizing solu- 
tions can be used safely and should be used when 
indicated. A word of caution, however, should be 
offered, because of the confusion which may arise 
during pregnancy regarding interpretation of the 
gross appearance of the cervix, as well as path- 
ologic changes. Special caution should be taken 
in making a diagnosis of malignancy of the cervix 
during pregnancy, but the possibility should not 
be overlooked. 
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Summary 


We have discussed our opinions regarding the 
diagnosis and treatment of the benign unhealthy 
cervix (Table 1). Implicit in the diagnostic steps is 
the necessity of excluding malignancy, and step- 
wise methods of proceeding with this are pre- 
sented. A vigorous, even radical, approach to the 
necessity of treatment is recommended, although 
conservative means of accomplishing this are pre- 
ferred, and overtreatment of physiologic changes 


are cautioned against. Specific entities have been 
discussed together with appropriate treatment. 
The value of prophylaxis in the form of adequate 
prenatal and postnatal care are stressed. A con- 
scientious attempt to return all cervices to a near 
normal state will reduce certain unpleasant 
symptoms and possibly prevent the occurrence 
of cervical cancer. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


That in pertussis 90 per cent of cough plate cultures will be positive 

in the catarrhal stage, 60 per cent cough plate cultures will be positive in the 
second week of coughing and 10 per cent of cough plate cultures will be 
positive in the fifth week of coughing. 
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LEON G. SMITH, 
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Closure of the 
Ductus Arteriosus 


- = 


JOHN C. ROSE, M.D. 
Associate Editor for Medicine, GP 


WHILE PERSISTENT PATENCY of the ductus arteri- 
osus is not common, this condition has assumed a 
certain eminence in clinical medicine. Of course, 
the reason is the happy results of surgical correc- 
tion of this defect. The physiologic role of the 
ductus, and the details of its closure, have there- 
fore become the subjects of renewed speculation 
and investigation by modern techniques. This 
brief essay reviews some basic information about 
the ductus that may have eluded the physician 
or surgeon who nevertheless is ever aware of the 
practical clinical implications of this vessel. 


Blood Flow Through the Ductus FIGURE 1. Diagram of the circulation of blood through the 
fetal heart. The superior and inferior vena caval streams te- 

The design of the fetal circulation leaves no main discrete in the right atrium, resulting in the best oxy [ 
room for improvement. From the structure of the genated blood perfusing the brain. t 
fetal hemoglobin molecule to the unique hemo- a 
dynamic principles underlying blood flow through g 
the ductus arteriosus and the foramen ovale, the best oxygenated blood in the fetal circulation § t 
everything works to provide adequate oxygen to is available for ejection by the left ventricle into § a 
the fetal brain from relatively deficient maternal the aortic arch to supply the developing brain. ¢ 
sinuses. Superior vena caval blood, on the other hand, § n 

The most highly oxygenated blood in the fetus which has not been enriched from the placenta, @ a 
is that entering the sinus venosus via the umbili- courses mainly into the right ventricle. As shown 
cal vein (and even this blood is not very highly in Figure 1, this blood courses into the pulmonary § p 
“arterialized”). This blood is joined by unsatu- artery, through the ductus to the aorta, then 9 d 
rated hepatic and inferior vena caval blood. It is supplying the lower half of the fetus where § p 
a well-described but inadequately explained curi- oxygen requirements are less. Little of this § n 
osity that blood entering the right atrium from blood traverses the pulmonary circulation be § 1 
the inferior vena cava courses mainly through the cause of the high vascular resistance offered by § n 


interatrial foramen, as shown in Figure 1. Thus, the collapsed lungs and coiled pulmonary vessels. 
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The Changes at Birth 


With the first respiration, it has been assumed 
that the pulmonary vascular resistance falls. 
Pulmonary blood flow thus increases. This results 
ina rise in left atrial pressure. The reversal of the 
fetal pressure gradient between the atria closes 
the flap-valve foramen ovale. Decreased pulmo- 
nary arterial pressure results in reversal of flow 
in the ductus, which thereafter closes soon. The 
weight of evidence testifies to some sort of 
sphincter mechanism of ductus closure, but the 
stimuli or circumstances surrounding ductus 
closure are controversial. 

Dawes confirmed the rapid postnatal altera- 
tion in pulmonary vascular resistance in precise 
studies on fetal and newborn lambs. Results of 
his investigations are shown in Figure 2. 

Recent physiologic studies in newborn human 
infants have indicated a possibly different se- 
quence, however. Eldridge and Hultgren com- 
pared oxygen saturations of blood obtained from 
finger and toe puncture in babies of differing 
ages. While infants of 3 months and over had 
similar saturations in hand and foot, newborns 
showed reduced oxygenation in the foot. This 
seemed to indicate persistence of shunting 
through the ductus from pulmonary artery to 
aorta. Pulmonary artery-to-aorta shunting per- 
sisted for three to four hours, and often up to 
three days. Then flow appeared to be reversed— 
apparently because of reduced pulmonary vas- 
cular resistance. Careful auscultation revealed 
murmurs that indicated aorta-to-pulmonary 
artery shunting for several weeks. 

The pathologic studies of Edwards might sup- 
port the view that pulmonary vascular resistance 
does not fall immediately at birth. Normal fetal 
pulmonary arteries and arterioles have thick 
muscular medial layers and narrow lumina. 
Transformation to the thin vessels of the adult is 
hot complete until 3 to 6 months. 

While it is generally agreed that the ductus 
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arteriosus closes functionally in human infants 
several days or a few weeks after birth, and closes 
anatomically several weeks (two to three months?) 
after birth, the mechanism remains obscure, and 
the direction of flow after birth remains contro- 
versial. 


Comment 


The rapidity and the complexity of circulatory 
changes at birth continue to amaze investigators 
of these phenomena. “‘. . . Never in the later life 
of man do such climactic changes occur in so short 
atime,” (F. C. Irving). Studies in human infants 
are, of course, rare and difficult. Species differ- 
ences complicate interpretations of animal stud- 
ies. Much remains to be learned about even so 
simple a structure as the ductus. 
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FIGURE 2. Data from the work of Dawes in newborn lambs 


immediately after birth indicating the precipitous fall in 
pulmonary vascular resistance. 
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EDDY D. PALMER, LT. COL., M.c. 


Brooke Army Hospital 
Ft. Sam Houston, Texas 


Complications from ulcer of the stomach 

are more frequent than from duodenal ulcers. 
A significant proportion of these complications 
occurs when patients are symptom free. 

In the author’s experience, complications 
occurred in about one-third of the patients 
with gastric ulcer that he has followed. 
Although the majority of patients 

with uncomplicated gastric ulcer respond 

to medical treatment, the occurrence 
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The Risks of Complication in Benign Gastric Ulcer 


of a complication will often require gastrectomy. 


WHEN ONE THINKS of gastric ulcer and its com- 
plications, he is likely to focus primarily on the 
problems of differentiating the benign lesion from 
the gastric cancer. Although worry over the 
possibility that malignancy has been overlooked 
is quite proper, it can detract from the need to 
be concerned over a more homely matter, the 
potential complication rate of the benign lesion. 
If the complications of gastric ulcer are more of 
a problem than those of duodenal ulcer because 
they are less predictable—and they appear to be 
so—it is because correlation between the presence 
of ulcer and the patient’s awareness of trouble is 
poorer when the ulcer lies in the stomach. Gastric 
ulcer is more likely to manifest itself first by 
sudden hemorrhage or perforation; the size and 
age of a gastric ulcer seem to have less influence 
over the possibility of a sudden change in the 
patient’s course. 

Although one notes as time goes on that fewer 
and fewer surgeons believe that all gastric ulcers 
should be cut out because they might be malig- 
nant, it must be admitted that gastrectomy af- 
fords excellent treatment for certain complicated 
benign gastric ulcers. Unfortunately this fact, 
plus insecurity over the benignancy of a gastric 
lesion, has encouraged free use of the radical 
therapeutic approach for all gastric ulcers. It is 
not much of an argument to point out that the 
results of surgery for gastric ulcer are consider- 
ably better than they are when duodenal ulcer 
is the lesion being treated. 

Even though, as just mentioned, there is no- 
table unpredictability about the complications in 
the individual case of gastric ulcer, some signifi- 
cant tendencies, both positive and negative, cal 
be noted when one examines complications in 
relation to location of the lesion within the 
stomach. In order to judge the risk of complica- 
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tion according to ulcer location, the courses of 
303 personally observed gastric-ulcer patients 
were reviewed. 


Patient Group 


These were general-hospital patients, who were 
followed both as inpatients and outpatients as the 
individual circumstances warranted. The average 
length of ulcer illness covered by this report was 
49.7 months, and the average length of controlled 
therapy was 18.2 months. Because 47 of the total 
303 patients first came to medical attention 
through the sudden appearance of a complication, 
there was necessarily a misleading concentration 
of complications during the observation period. 

The ages of the patients at the time ulcer was 
first diagnosed ranged from 16 to 88 years, and 
62 per cent of the patients were between 20 and 
50 years old. Sixty-two were women, and all but 
41 were Caucasians. 

The diagnosis was established roentgenologi- 
cally in 294 cases, gastroscopically in 268 and by 
operation or necropsy in 96. Twelve of the pa- 
tients had two simultaneous gastric ulcers, five 
had three ulcers and five patients had five ulcers, 
making a total of 345 ulcers. 


Complications 


During the 49.7 months average ulcer course 
per patient, 188 of the 303 patients experienced 
one or more gastric ulcer complications. There 
were 145 complications among the 138 patients, 
six patients having both hemorrhage and per- 
foration and one patient having both deep pene- 
tration and hemorrhage. In view of the high 
rate of complications, it is interesting to note 
that double complications were no more common 
than this. 

There were 102 instances of gross hemorrhage, 
19 of acute perforation, 12 of penetration and 
12 of obstruction. Four of the penetrations entered 
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FIGURE 1. Ulcer of posterior wall of pars media, near the 
greater curvature, which has penetrated into the pancreas, 
as seen gastroscopically. At the time of the first gastroscopic 
examination (a) the fact of penetration was not recognized, 
but three weeks later (b) a clean ulcer base permitted tenta- 
tive identification of pancreas, later proved at resection. 
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The Risks of Complication 
in Benign Gastric Ulcer 


FIGURE 2. This lesser curvature ulcer, seen here gastroscopi- 
cally in face (a) and in partial profile (b), had penetrated 
deeply into the lesser omentum, although preoperatively this 
was suspected only roentgenologically (FIGURE 2C). 
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the pancreas, four the gastrohepatic ligament 
and four entered the liver substance. 

Table 1 shows the distribution of the ulcers 
within the stomach and the percentage of those 
in each location which became complicated. The 
ulcers which perforated (all closed surgically), 
penetrated or caused obstruction, could easily 
be identified and classified as to location by 
roentgenologic, gastroscopic or direct anatomic 
inspection. Specific evidence of hemorrhage some- 
times could not be obtained to prove that an 
ulcer was the source or that, perhaps, a certain 
one of the multiple ulcers was the one that had 
bled; however, in many cases it was possible to 
examine the patient while the bleeding was in 
progress, whereupon esophagogastroscopic study 
proved the point. 

Table 1 illustrates that there was some tend- 


FIGURE 2c. Lesser curvature ulcer penetrating deeply inlo 
lesser omentum. 
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FIGURE 3. One consequence of chronic obstruction at the 
rylorus is development of reactive gastritis. Gastric mucosal 
biopsy from such a case (a, top), compared with normal 


sasiric mucosa (b, bottom). . 
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FIGURE 4. This huge greater curvature ulcer remained asymp- 
tomatic until a torrential hemorrhage began. Both roent- 
genologically and gastroscopically the lesion was thought 
to be a carcinoma, but resection proved it to be benign. 


ency for distally located ulcers to become com- 
plicated more frequently than the more proximal 
ones. With one or two exceptions, apparently 
governed by the small number of cases repre- 
sented, the risk of hemorrhage was remarkably 
similar for ulcers in all parts of the stomach. 
This was an unexpected finding because lesser 
curvature ulcers have always had the worst repu- 
tation in this regard. 


PERFORATION 

Perforation was, as expected, most common 
among ulcers of the anterior wall. It should be 
noted, however, that two of the 19 instances of 
acute perforation were perforations into the lesser 
peritoneal sac, a form of complication which is 
said to be very rare. 
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TABLE 1. 
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5. This lesser curvatu 


re antral ulcer had developed 
and healed repeatedly and had been responsible for several 


345 Benign Gastric Ulcers (303 Patients): 
Complications in Relation to Location Within Stomach 


episodes of spastic-edematous obstruction. The surgical speci- 
men (a) showed relatively little fibrosis, although the roentgen 


Percentage that Became Complicated 


Number Hemor- Perfora- Pene- 
Location of Ulcers rhage tion tration 
PyLorus ANTRUM: 20 30 0 0 
Lesser curve 94 30 6 2 
Greater curve 18 22 6 6 
Anterior wall 24 17 25 8 
Posterior wall $2 34 0 3 
Pars MEDIA: 
Lesser curve 98 29 2 6 
Greater curve 6 33 0 0 
Anterior wall 11 36 18 0 
Posterior wall 19 37 11 5 
CARDIA AND FUNDUS: 
Lesser curve 12 33 0 0 
Greater curve 1 0 0 0 
Anterior wall 4 25 0 0 
Posterior wall 6 0 0 
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PENETRATIONS 

Only 17 per cent of the 
penetrations involved pos- 
terior wall ulcers. The le- 
sions along the lesser cur- 
vature were far more im- 
portant in this regard. Itis 
important to note that 
anterior wall antral ulcers 
may penetrate into the un- 
derside of the liver, as two 
did in this series. 


OBSTRUCTION 
Obstruction, of course, 
was a complication of 
pyloric and antral ulcers. 
In one instance, however, 
a chronic lesion of the pars 


= 


neci- 
gen 


examinations 12 months (b) and 3 months (c) preoperatively 
seemed to indicate progressive cicatricial narrowing. 


media’s lesser curvature had produced sufficient 
hourglass deformity to cause significant obstruc- 
tion. 


Comment 


Experience with this group of patients has 
emphasized the high risk of complication to be 
anticipated when dealing with gastric ulcer. A 
significant proportion of complications is en- 
countered in patients who have not been sick 
until the moment of hemorrhage or perforation. 
The risk persists, however, during treatment. 
Although only four patients died of complications 
in the present series (three of exsanguination and 
one of a duodenal blowout following gastrec- 
tomy ), complications were responsible for rever- 
sion to treatment by gastrectomy in 63 instances. 
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These included all 24 cases of obstruction and 
penetration. Twenty-six resections were per- 
formed as emergency procedures for the control 
of hemorrhage. The other 13 operations were 
occasioned by the recurrence of a complication, 
either hemorrhage or perforation. 

Gastrectomy is not optimum therapy for un- 
complicated gastric ulcer. The majority of pa- 
tients respond quickly to medica] treatment— 
ordinarily more quickly than duodenal ulcer pa- 
tients. 

Postgastrectomy problems, even though less 
troublesome when the disease has been gastric 
than when it has been duodenal, can hardly be 
considered inconsequential. But the occurrence 
of a complication changes the entire aspect of 
gastric ulcer, both in its immediate therapeutic 
needs and its eventual prognosis. 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the seventh of twelve from the University of Oregon. 
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Emergency Management 


of Ocular Injuries 
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LEONARD CHRISTENSEN, M.D. 


Department of Ophthalmology 
University of Oregon Medical School 
Portland, Oregon 


THE EYE PRESENTS peculiarities of anatomy and 
function that set it aside from all other organs. 
Hence, complete management of most ocular in- 
juries requires a thorough knowledge of these 
peculiarities and familiarity with specialized 
equipment. Nevertheless, if some basic principles 
are fully understood, the majority of ocular in- 
juries may be intelligently handled on an emer- 
gency basis without the special equipment and 
knowledge available to the ophthalmologist. It is 
the purpose of this discussion to consider these 
principles and some of the more common types of 
injuries for which specific recommendations may 
be made. 


Anatomy (Figures 1 and 2) 


Essentially the eye is a sphere composed of a 
tough outer nonelastic membrane, the cornea and 
sclera, which acts as a protection for an inner 
photosensitive membrane, the retina. In addition 
o protection, the cornea is also transparent and 
thus acts as a window and is the major refracting 
surface for light entering the eye. The retina 
communicates with the brain via the optic nerve 
Which extends from the posterior pole of the 
globe through a well-protected orbit into the 
fanial cavity. The optic nerve is not a true 
herve. It is an extension of the brain and is in- 
tapable of regeneration once it is severed. The 
etina and sclera are separated by a layer of meso- 
dermal tissue (the uvea) which consists of the 
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Practical Therapeutics 


iris, ciliary body and choroid. The uvea provides 
nutrition for the sentient elements of the eye and 
also has the following special functions: (1) the 
iris acts as a contractile diaphragm forming a 
labile pupil and (2) the ciliary body helps adjust 
the focus of incoming light by altering the curva- 
ture of the lens which is suspended from it behind 
the pupil. The bulk of the globe is filled with a 
transparent, noncompressible gel, the vitreous. 

The eye is lodged in a large bony recess of the 
cranium, the orbit, and only a fraction of its sur- 
face is exposed. The exposed surface, largely the 
cornea, is well equipped with sensory nerves 
which provide further protection against injury. 
Nevertheless, the cornea is subject to many in- 
juries because of its exposed position and often is 
damaged indirectly through injury to adjacent 
tissues, such as the lids. Corneal injury is par- 
ticularly serious, since not only its integrity, but 
also its transparency must be maintained. Trans- 
parency is maintained through a delicate balance 
of osmotic and hydrostatic forces which are, in 
turn, dependent upon the integrity of the outer- 
most and innermost membranes, the epithelium 
and endothelium. Hence, injury and infection of 
the cornea are accompanied by loss of vision of 
varying degrees. 

Corneal transparency is also vitally dependent 
upon the function of the lids. The under surface 
of the lid is lined with conjunctiva, a mucous 
membrane which also continues over the anterior 
surface of the globe. The conjunctiva is provided 
with mucous secreting glands which, with the 
tears supplied from the lacrimal gland, maintain 
lubrication of the corneal surface. When this 
lubrication is interrupted by trauma, including 
chemical or thermal burn, or by disease, kera- 
tinization and loss of transparency of the cornea 
inevitably follow. On the other hand, since there 
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Anterior chamber 


Cornea 


is a constant copious flow of tears over the corneal 
surface, a drainage system from the surface must 
be maintained. Normally, this system consists of 
a duct provided in both the upper and lower lid 
at the inner canthus which communicates to a 
common sac situated in a bony recess on each 
side of the nose. From there a common duct leads 
to the nasopharynx. Obstruction of these ducts, 
which occasionally occurs from injury or infec- 
tion, creates a most distressing problem, epiphora. 
Excessive accumulation of tears along the lid 
margin not only interferes with vision but is very 
annoying because of the constant overflow onto 
the cheeks below. Lacerations of the nasal lacri- 
mal ducts are a common cause of traumatic ob- 
struction. They are often fully correctable im- 
mediately following injury but recanalization 
may be impossible to restore after the duct has 
been enveloped and distorted by proliferating 
fibrous tissue following malapproximation. 


Methods of Examination 


In addition to the history and careful inspection, 
the relative visual acuity should always be de- 
termined as well as possible. It is not necessary to 
measure the exact visual acuity but it is desirable 
to determine whether vision has been impaired 
following injury. In the event that visual loss has 
occurred, it is most likely that ocular damage has 
been severe and expert assistance is necessary as 
soon as possible. 

For inspection of the globe, some method of 
magnification is highly desirable since small cor- 
neal foreign bodies and lacerations frequently 
escape the naked eye. The most satisfactory 
magnification is obtained with a biomicroscope 
but even the most simple lens systems are very 
helpful. Frequently, the globe is painful and 
adequate inspection is not possible because of lid 
spasm. Under these circumstances, it may be 
necessary to resort to a general anesthesia or ad- 
ministration of an analgesic drug. Even minor 
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corneal injuries are often difficult to examine but 
do not warrant general anesthesia. For this type 
of injury, pain and lid spasm may be relieved by 
instillation of a few drops of local anesthetic, such 
as cocaine, tetracaine (Pontocaine®) or related 
drugs. Complete relief of pain may be obtained 
for a sufficiently long period of time to permit 
adequate examination and initial therapy. It 
must be remembered, however, that these solu- 
tions are variably toxic to the corneal epithelium 
and instillations must be limited to the amount 
necessary for examination but are never to be 
used for continuous treatment. Anesthetic oint- 
ments have a very limited place in the ophthalmic 
armamentarium. They are never necessary for 
examination and are seldom indicated in therapy. 
Anesthetic ointments interfere with wound heal- 
ing. They are toxic to corneal epithelium and 
furthermore, may be aspirated into the anterior 
chamber in perforating injuries. The globules will 
then act as a foreign body. Furthermore, oint- 
ment bases are a much more frequent cause of 
hypersensitivity reactions than liquid vehicles. 


0’BRIEN AKINESIA 


An anesthetic block of the orbicularis oculi 
provides another means for obtaining better ex- 
posure of the globe. In perforating injuries this 
has the added advantage of minimizing the risk 
of extrusion of ocular contents. Akinesia of the 
orbicularis muscle may be obtained by direct in- 
jection of an anesthetic solution directly over the 
orbital branch of the seventh nerve as it emerges 
from behind the ear and extends toward the 
orbital region along the ramus of the jaw (see 
Frontispiece). This method is called O’Brien 
akinesia. An injection over the ramus of the jaw 
in front of the tragus of the ear and below the 
temporal mandibular joint will produce a com- 
plete paralysis of the orbicularis muscle. The in- 
jecting needle may be introduced into the skin 
perpendicular to the ramus of the jaw and insert- 
ed until the bone is encountered. Approximately 
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5 ec. of solution is then injected and akinesia 
should be obtained within a matter of seconds to 
a few minutes. It must be remembered, however, 
that when akinesia is obtained it is impossible to 
close the lids unless they have been closed by 
edema. Hence, it is often necessary to protect the 
cornea with some type of cover such as an eye pad 
or shield to prevent later desiccation. In per- 
forating ocular injuries, pressure applied during 
manual retraction of the lids may cause ex- 
trusion of ocular contents and ultimate loss of any 
chance to restore or salvage vision. Spastic lids 
may be safely opened by resting the pad of the 
fingers (usually the thumbs) on the supraorbital 
ridge and the malar arch and retracting with the 
fingertips. 

The corneal surface is covered with a thin 
epithelial layer that continues with the conjunc- 
tiva at the limbus (Figure 2). This epithelium is 
loosely attached to the cornea and is easily dis- 
rupted and denuded. It is highly sensitive and 
even slight abrasions cause photophobia and 
foreign body sensation in the eye. It plays an im- 
portant role in the maintenance of transparency 
of the cornea and is an effective barrier to bac- 
terial infections as long as it is intact. When 
disrupted, the epithelium will rapidly regenerate 
and will cover denuded surfaces provided it is 
not inhibited by toxic agents or mechanical de- 
briding. 

Abrasions of the epithelium often are very 
difficult to distinguish unless examined under 
high magnification. However, instillation of a 
vital dye such as a sterile preparation of fluor- 
escein will rapidly outline a defect. When the 
epithelium is intact, no staining with a vital dye 
will occur. Where a break in the epithelium has 
occurred, the vital dye penetrates around the 
disrupted cells and is easily distinguishable even 
with the naked eye. The affected area will stain a 
brilliant green. Hence, when an abrasion is sus- 
pected, instillation of one drop of fluorescein fol- 
lowed almost immediately with irrigation will 
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outline the defect. However, fluorescein is excep- 
tionally prone to contamination, particularly by 
the Pseudomonas organism, and should not be 
used unless the examiner is certain of its sterility. 
Finally, the examiner should remember that 
the opposite eye is a point of reference which may 
assist materially in an examination. Any marked 
difference in visual acuity, transparency of the 
cornea, depth of the anterior chamber, size of the 
pupil and coloring of the irides may signify in- 
jury and should put the examiner on guard. 


Some Principles of Therapy 


Since so many local and systemic medications 
are now available, it is obviously impossible to 
discuss them individually because of lack of 
space. However, knowledge of a few therapeutic 
principles will frequently help to determine the 
best regimen. For local therapy it is usually bet- 
ter to use solutions than ointments. When the 
corneal epithelium has been eroded, abraded or 
cut it will regenerate rapidly if given the oppor- 
tunity. Almost all local anesthetics, particularly 
ointments, inhibit this regenerative process. 
Ointment globules may also be trapped beneath 
the surface of the regenerating corneal epithelium 
creating a situation which may predispose toward 
recurrent erosions. However, ointments have the 
advantage of maintaining a more prolonged con- 
tact between the cornea and desired medication. 
The advantage gained by this more prolonged 
contact may outweigh the disadvantages just 
mentioned. For example, it may be necessary to 
bandage the eye for a long period of time and 
thus the longer contact obtained with an oint- 
ment over a solution might be necessary and 
therefore indicated. Furthermore, many medi- 
cations such as some antibiotics are not water 
soluble and are available only in ointment form. 

In perforating injuries, akinesia (paralysis of 
the lids), is often desirable, particularly if the 
patient is being transported from one area to 
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another. This may be obtained by injection of 
the orbicularis muscle or the orbital branch of the 
facial nerve but care must be taken to protect the 
eye against exposure. In abrasions, frequent 
opening and closing of the lids such as occurs 
with blinking will inhibit epithelial regeneration. 
Most abrasions can easily be controlled by the 
application of a pressure dressing and frequently 
the dressing alone will solve the problem. Move- 
ment of an eye may be undesirable and this can 
be prevented by occluding both eyes or by ad- 
vising the patient to keep the uninjured eye 
closed as well. If the patient looks around with 
one eye, the opposite moves also. Frequently, 
photophobia accompanies ocular injury, par- 
ticularly to the cornea. A patient may be much 
more comfortable and relaxed in a darkened 
room. During examination, instillation of an 
anesthetic solution will frequently relieve the 
photophobia and permit adequate study. Pain 
and photophobia may also be controlled by ad- 
ministering a systemic analgesic in place of local 
anesthetic. 


Ind Injuries 

In my experience, emergency repair of lacer- 
ations and tears of the lid by most practitioners 
has been unsatisfactory. This is probably be- 
cause the practitioner has given little consider- 
ation to the function of the lids and approaches 
the problem in much the same manner that he 
would approach the repair of a nonmoving part. 
The lid is a membrane that must move and when 
interference with movement occurs, an inca- 
pacity is created. Furthermore, because of its 
prominent position, any deviation in appearance 
from the opposite lid is usually obvious and con- 
stitutes a severe cosmetic defect. 


COMMON ERRORS IN LID REPAIR 


The most common faults in lid repair have 
been inadequate cleansing and debridement of 
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The Author 


the wound, closure with too large and too widely 
separated sutures and malapproximation of tissue 
planes. Not infrequently there is overriding of 
cut ends of tarsal plate and occasionally a ptosis 
occurs because of failure to repair a lacerated 
levator muscle. Because of malpositioning and 
retention of debris, an excessive and undesirable 
fibrosis occurs. This inhibits the mobility of the 
lid and often prevents adequate closure because 
of subsequent contracture. In lid lacerations the 
integrity of the levator muscles should first be 
determined. If this muscle is incised, the cut ends 
should be located and resutured immediately. 
Since there is much soft tissue in the lid, unusual 
care must be taken to search for foreign material 
which may easily lodge on either side of the 
wound tract. Tissue planes should be reapproxi- 
mated precisely using fine suture and atraumatic 
needles. If laceration occurs at the inner canthus, 
the integrity of the nasal lacrimal system must be 
determined. If the lacrimal ducts have been in- 
cised, the cut ends must be located and approxi- 
mated on closure. This can be performed by 
threading heavy suture material through the 
distal and proximal ends into the nasolacrimal 
sac. The suture should be left in position several 
days permitting the lacerated duct to heal around 
it. Inadequate repair may result in obstruction 
of the nasal lacrimal system and be followed by 
intractible, incapacitating epiphora. 


Contusion of the Globe 


Because the globe is composed of a tough outer 
nonelastic membrane surrounding a noncom- 
pressible fluid gel, pressure from a blow is im- 
mediately transmitted to all parts of the eye and 
momentarily may be extremely high. If the pres- 
sure is sufficiently great, the globe will explode 
rupturing the outer coat. Rupture is most apt to 
take place at the weakest point which is im- 
mediately peripheral to the limbus beneath the 
conjunctiva. Other weak spots are at the nerve 
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head and the equator. Rupture may be limited to 
the choroid. Rupture of the globe is always ac- 
companied by severe loss of vision and a markedly 
soft eye. The anterior chamber usually is deepened 
and ordinarily this can be determined by com- 
parison with the other eye. Other effects of con- 
tusions include detachment of the retina, dis- 
locations of the lens, intraocular hemorrhages 
and edema of the retina (commotio retinae). A 
common and dreaded sequel is delayed intra- 
ocular hemorrhage. This complication is difficult 
to treat and often causes irreversible loss of 
vision. These hemorrhages most frequently occur 
on the third to the fifth day following injury. For 
relatively severe ocular contusions, bed rest with 
binocular dressings for four to five days may pre- 
vent these delayed intraocular hemorrhages. 


Lacerations 


SUPERFICIAL LACERATIONS 


Lacerations of the globe most often involve the 
cornea or the tissues immediately adjacent to the 
cornea because of their exposed position. These 
lacerations may be very superficial or may pene- 
trate the eye. Superficial lacerations are painful 
and are potentially dangerous. These usually 
occur from a scratch by a fingernail, particularly 
a baby’s nail, or contact with vegetable material 
such as branches of trees and brush. Immediately 
following an abrasion, the injured person ex- 
periences pain, photophobia and excessive lacri- 
mation. The vision is disturbed largely because 
of excessive tearing. The symptoms persist and 
often are made worse by frequent blinking of the 
lids. Movement of the lids further erodes the 
lacerated epithelium and may even widen the 
abrasion as well as inhibit healing. Diagnosis is 
easily established upon instillation of sterile 
fluorescein drops and irrigation of this dye from 
the conjunctival sac. The abraded area absorbs 
the dye and appears as a brilliant green. Treat- 
ment consists of irrigation of the eye and pressure 
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dressing to inhibit the action of the lids. A cyclo- 
plegic drug and antibiotic solution may be in- 
stilled at the discretion of the physician. How- 
ever, simple fixation of the lids for 12 to 24 hours 
is usually sufficient. 


DEEP LACERATIONS 


! Deeper lacerations present a more complex 
problem because of potential impairment of 
vision. Any laceration or erosion that extends 
through Bowman’s membrane into the corneal 
stroma will leave permanent corneal opacities of 
varying intensity depending upon the extent and 
duration of the injury. However, suturing of 
| nonpenetrating corneal wounds is unnecessary. 
Care should be directed largely toward pre- 
| vention of infection. If the cornea is perforated, 
there is loss of the anterior chamber with anterior 
displacement of the lens-iris diaphragm. In lar- 
ger wounds, extrusion of the iris between the 
wound edges (iris prolapse) frequently occurs. 
Management of these problems lies in the prov- 
ince of the ophthalmologist and should be re- 
ferred to him for treatment as soon as possible. 
Emergency treatment should be directed toward 
prevention of infection and retention of intra- 
ocular contents. Appropriate antibiotic therapy 
(no ointments) is indicated as well as removal of 
gross contamination. 

The ocular pain induced by the laceration 
often causes spasm of the lids which in turn 
creates pressure on the globe. Lid pressure is 
capable of extruding the ocular contents. Under 
these circumstances, pain is best controlled by a 
systemic analgesic. Closure of the lids may be 
maintained by a simple pad over the eye but if 
the spasm is severe and the laceration large, an 
akinesia of the lids may be desirable. As pre- 
viously mentioned, this can be attained by either 

the O’Brien or van Lint techniques. Penetrating 

corneal lacerations are closed by suturing with 

fine silk or gut and usually with the aid of magni- 
fication. 
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Foreign Bodies 
CORNEAL FOREIGN BODY 


One of the most common types of ocular in- 
juries is the superficial implantation of foreign 
material in the cornea. Corneal foreign bodies 
classically cause sudden pain in the eye followed 
by a persistent foreign body sensation, tearing 
and photophobia. The history is characteristic 
and on examination the foreign body is usually 
evident. When the foreign body is not evident on 
the cornea, the lids should be everted to insure 
that it is not lodged in the tarsal conjunctiva. 
Rubbing of foreign bodies lodged in the tarsal 
conjunctiva against the cornea causes pain and 
lacrimation similar to corneal foreign bodies. 

Treatment consists of removal under local 
anesthetic with irrigations or a bland sterile 
solution such as saline. Instillation of a cyclo- 
plegic and antibiotic drug is optional. Many im- 
bedded foreign bodies, particularly the metallic 
type, induce a rust ring around the edge of the 
wound. This rust ring consists of condensed pro- 
tein material and in itself constitutes a foreign 
body. It is difficult to remove initially and usually 
requires a sharp instrument. However, in 24 
hours the rust ring usually separates itself from 
the corneal stroma and may then be easily re- 
moved. Following removal of the foreign body 
and/or rust ring, a pressure dressing for 12 to 24 
hours is usually desirable to permit the epi- 
thelium to regenerate and close the defect. 


INTRAOCULAR FOREIGN BODY 


A more serious accident, often overlooked, is 
an intraocular foreign body, particularly steel. 
Steel tools, such as chisels and hammers, develop 
sharp jagged edges from repeated pounding. 
Small pieces of these edges break loose at high 
velocity from the force of a blow. These metal- 
lic fragments are easily capable of penetrating the 
cornea and lodging deep within the eye. They may 
even pass entirely through the eye and lodge in 
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the orbit. The patient experiences immediate pain 
and discomfort which often subside rapidly. Be- 
cause of rapid subsidence of symptoms, he may 
delay examination for several hours and even 
indefinitely. Often, examination, particularly 
without the aid of magnification, does not reveal 
a point of entry or other evidence of penetration. 
Under these circumstances, the patient is mis- 
takenly given some bland local therapy or told 
to disregard the incident. Subsequent intraocu- 
lar inflammations are almost invariable. 

Siderosis Bulbi. If extraction is delayed long 
enough, siderosis bulbi will develop. This type of 
intraocular foreign body is frequently missed par- 
ticularly by the general practitioner who often 
sees the patient first. Such situations may have 
medicolegal as well as therapeutic implications. 
Since most intraocular foreign bodies are mag- 
netic and therefore extractable, early diagnosis 
and treatment is obviously imperative. A diag- 
nosis may be established quickly by x-rays of the 
orbit and this procedure should be performed 
whenever the possibility of an intraocular foreign 
body is considered. Extraction of the foreign 
bodies should be performed by the ophthalmol- 
ogist and then only after a precise examination 
and localization of the foreign body. Some physi- 
cians make it a practice to apply a magnet over 
the wound of entry without knowing the precise 
localization of the foreign body. An otherwise 
intact lens may be injured by the motion of the 
foreign body on attempted withdrawal. This is a 
catastrophe since it causes a traumatic cataract 
and will deprive the injured person of any pos- 
sibility of restoration of binocular vision. 


Burns 
ULTRAVIOLET BURNS 


Thermal or infrared burns of the globe are un- 
common and will not be considered in this dis- 
cussion. The most common type of burn en- 
countered by the general practitioner is from 
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ultraviolet light. This occurs from exposure to the 
sun (snow blindness), ultraviolet lamps and arc- 
weld. For these injuries it is a common practice to 
instill and prescribe an anesthetic ointment to 
maintain relief of pain until the cornea ultimately 
recovers. Since most ultraviolet burns of the 
cornea are superficial, instillations of anesthetic 
ointments have given effective relief. However, 
the practice is dangerous. With deeper burns 
more frequent need for instillation becomes nec- 
essary with the passage of time. With repeated 
use, increased toxicity inhibits recovery of the 
burned corneal epithelium. In the more extreme 
situation, frank corneal ulcers have occurred 
with consequent permanent loss of’ vision. 

A safer, although more cumbersome, treatment 
consists of placing a firm pressure dressing over 
both eyes, thus fixing the lids and preventing 
rubbing on the corneal surface from repeated 
blinking. These dressings should be maintained 
until recovery, usually 12 to 24 hours. Pain may 
be controlled by administering systemic anal- 
gesics. Ordinarily, the more superficial burns are 
fully healed within 12 hours. Under these cir- 
cumstances, loss of vision rarely occurs. 


CHEMICAL BURNS 


Chemical burns are becoming an increasing 
problem because of greater exposure of the popu- 
lation to various caustic chemicals. Acid burns 
tend to be less destructive than base since the 
acids coagulate protein upon contact. Bases, such 
as sodium and potassium hydroxide, and the am- 
moniacals penetrate deeply within the tissues and 
ultimately create far greater tissue destruction. 
Therefore, they carry a much poorer prognosis. 
In any event, the immediate treatment of chemi- 
cal burns consists of copious and prolonged irri- 
gation with water. No time should be lost search- 
ing for a neutralizing agent since time is of ex- 
treme importance. A few minutes may be the 
difference between salvage and loss of the globe. 
After adequate irrigation, the patient may be 
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Emergency Management 
of Ocular Injuries 


transferred to an area that provides facilities for ly requires special equipment and knowledge on 
further treatment and assessment of damage. the part of the practitioner. Nevertheless, an 
understanding of a few of the basic principles 
involved based on a minimal knowledge of the 
Summary anatomy and physiology of the eye and general 

The eye is a highly specialized organ and ade- therapeutics will permit adequate emergency 
quate management of injuries of this organ usual- therapy of most types of ocular injuries. 


HERE’S A HELPFUL HINT ABOUT... 


THE IMPORTANCE of careful examination of the female breast cannot be overempha- 
sized. The early detection and treatment of breast carcinoma is vital. Great efforts 
: : have been made to educate women in self-examination of the breasts, and in seeking 

A Simplified medical advice quickly if a breast mass is discovered. 


Techn ique for For a detailed description of the breast examination, the reader is referred to 
Haagensen’s text, First, inspection is carried out in the sitting and recumbent position ‘ 
Breast with the patient stripped to the waist. One searches for visible masses, dimpling, : 
: ‘ ulcerations, eczematoid changes about the nipple, edema and nipple discharge. By 
Examination— various motions of the upper extremities, retraction signs are sought. 
P l - Palpation is the most important part of the examination and should be carried out 
a pation in a systematic, gentle manner with the patient sitting and recumbent. The breast is 
with S oape d palpated against the chest wall. When the usual method is used, the hands are raised 
from the breast and there is loss of continuity. Tactile sensitivity is diminished because 
H ands of the friction between the fingers and breast. These objections can be overcome by 


palpation with the hands lathered with soap and water. For several years I have used 
this method with satisfying results. In addition, women are instructed to use this 
technique as part of the self-examination. 

Each quadrant of the breast is thus examined followed by palpation of the areolas 
and nipple area. The examination is performed swiftly. The fingers move easily over 
the breast tissue in continuity without the necessity of raising the hand from the 
breast. Breast masses, even minute ones, are more easily located because of the in- 
creased sensitivity of the fingers. Individual tumors, then, are carefully evaluated as 
to size, shape, consistency, irregularity and fixation. Skin retraction is then searched 
for by manipulation. It is also an excellent method of palpation of the chest wall of 
the postmastectomy patient. 

The information elicited by this technique, together with the ease of performance, 
makes this method a worthwhile adjunct in the physical diagnosis of breast lesions. 


DANIEL J. ABRAMSON, M.D. 
Department of Surgery 

Georgetown University Hospital 
Washington, D. C. 
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Quiz 


Semiannually GP publishes a quiz 4. Which one of the following is the commonest 
covering its scientific articles. problem after resection of 70 per cent of the 
Here are the multiple choice questions stomach for duodenal ulcer? 
compiled from the July through December issues. 1. Anastomotic ulcer 
Answers to these questions appear on page 272. 2. Failure to gain weight 
3. Anemia 
4. Diarrhea 
1. The syndromes of heat stroke and heat hyper- 5. Dumping 
pyrexia both may follow exposure to excessive 
heat. They differ in that: 5. The x-ray shown below is a case of: 
1. Body temperature exceeds 106°F .. only in heat 1. Spondylolisthesis 
stroke 2. “Bamboo” spine in rheumatoid spondylitis 
2. Dry, hot, flushed skin is characteristic only of 8. Prostatic carcinoma 
heat hyperpyrexia 4. Senile osteoporosis 
8. Neurologic signs are seen only in heat stroke 5. Advanced, untreated Cushing’s, syndrome 
4. Prodromata are absent in heat stroke 
5. Immersion in an ice bath is not effective 
therapy for heat hyperpyrexia 


2. The emergency treatment of choice for severe 
reaction to the sting of a wasp is: 
1. Adrenal cortical steroids intravenously 
2. Tourniquet proximal to the site of the sting, 
with suction of the sting site itself and intra- 
venous steroids 
. Mixed hymenoptera antigen, plus intravenous 
steroids 
. Epinephrine, subcutaneously or intravenously 
. Tourniquet proximal to the site of the sting, 
with epinephrine, subcutaneously or intra- 
venously 


3. Which one of the following statements is false? 

1. Perforation is a very common complication of 
acute appendicitis in young children 

2. Leukocytosis occurs almost invariably in child- 
hood appendicitis 

8. Diagnosis of acute appendicitis in children is 
often based on the history 

4. Abdominal pain is usually the first symptom 
of childhood appendicitis 

5. Diarrhea is more common than constipation in 


childhood appendicitis 
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6. Ehlers-Danlos syndrome is an hereditary triad 

consisting of: 

1. Increased skin elasticity, increased fragility of 
blood vessels and increased joint mobility 

2. Abnormal pigmentation, prolonged bleeding 
time and arthritis 

38. Absence of sweat glands, delayed tooth erup- 
tion and premature senility 

4. Thick skin, absence of hair follicles and edema 

5. Vitiligo, vertigo and vagotonia 


7. Partial colon resection and internal anastomo- 
sis is indicated for all but one of the following: 
1. Right-sided colitis 
2. Left-sided colitis 
8. Patchy colitis 
4. Diffuse colitis with normal rectum 
5. Diffuse chronic ulcerative colitis 


8. Staphylococcal infections in newborn babies, 
exclusive of epidemics, have an incidence of: 

1. 10 to 15 per cent 

2. Less than 5 per cent 

3. 20 to 30 per cent 

4. 40 to 50 per cent 

5. 30 to 40 per cent 


9. Marked accentuation of the second, or pul- 
monary, component of the sound heard in the 
pulmonary area signifies: 

1. Increased pulmonary blood flow 

2. Pulmonary stenosis 

8. Tetralogy of Fallot 

4. Infundibular stenosis 

5. Low pulmonary artery pressure 


10. Dihydroxyacetone will stain all but one of 
the following: 

1. Skin 

2. Mucous membrane 

8. Hair 

4. Clothing 

5. Porcelain dishes 
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11. A pleural fibrin ball requires for its formation 
one of the following combinations in the pleural 
space: 

1. Pus and a low pH 

2. Chyle and blood 

8. Air and fibrinogen-rich fluid 

4. Calcium and tumor tissue 

5. Blood and antibiotic 


12. Commercially produced serum albumin pos- 
sesses all but one of the following characteristics: 
1. It may be concentrated 
2. It is stable for many years 
8. It may be produced from plasma 
4. It is free of cellular elements 
5. It may be a source of virus hepatitis 


13. The prescription of symptomatic medication 
(“energizing”’ or “tranquilizing’”’ drugs) is valid 
in all but one of the following situations: 
1. When an etiologic agent for the illness is not 
available 
2. When we have nothing else to offer 
3. When treatment will lessen pathologic feed- 
back 
4. When passage of time will alter the stress of 
the situation 


14. Which one of the following might be a health 
hazard in travel on the jet aircraft? 

1. Ozone 

2. Decompression 

3. Ultraviolet 

4. Noise 


15. The chances are that in chronic relapsing 
pancreatitis patients will exhibit calcification of 
the pancreas on x-ray. Which percentage group 
is it? 

1. 10 to 30 per cent 

2. 30 to 50 per cent 

3. 50 to 70 per cent 

4. 70 to 90 per cent 
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16. The cost to the patient of a daily mainte- 
nance dose (250 mg.) of heparin is how many 
times more expensive than the daily mainte- 
nance dose (150 mg.) of bishydroxycoumarin 
(Dicumarol®)? 

1. Two times 

2. Four times 

3. Six times 

4. Eight times 


17. Which antibiotic is the most frequent cause 
of pruritus ani? 

1. Oxytetracycline (Terramycin®) 

2. Chlortetracycline (Aureomycin®) 

3. Penicillin 

4. Erythromycin 


18. An elevated serum calcium level (hypercal- 
cemia) will cause: 
1. An increase in the secretion of parathormone 
2. A decrease in the secretion of parathormone 
3. Have no effect on the secretion of parathor- 
mone 


19. The acidophiles of the anterior pituitary 
gland are responsible for the secretion of one of 
the pituitary hormones listed: 

1. Growth hormone 

2. Follicle-stimulating hormone 

3. Thyrotropic-stimulating hormone 

4. Adrenocorticotropic hormone 


20. All but one of the following disease entities 
may produce a curable form of hypertension: 

1. Pheochromocytoma 

2. Alderosterone tumor 

3. Renal artery stenosis 

4. Polycystic disease 


21. Spontaneous abortion is more frequent in: 
1. Hyperthyroid patients 
2. Hypothyroid patients 
3. Euthyroid patients 
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22. The illustration shown above represents: 
1. Zenker’s diverticulum 
2. Hiatus hernia 
8. Traction diverticulum 
4. Epiphrenic pulsion diverticulum 
5. Esophagitis 


23. The thyroid gland during pregnancy is: 
1. More sensitive to pituitary stimulation 
2. Less sensitive to pituitary stimulation 
3. Neither more nor less sensitive to pituitary 
stimulation 


24. The treatment of choice in thyrotoxicosis 
during pregnancy is: 

1. Subtotal thyroidectomy 

2. Radioactive iodine 

8. Orally administered iodine, such as Lugol’s 

solution 
4. Propylthiouracil or related compounds 
5. X-ray therapy 


25. To prevent necrosis and slough at the site of 
infection when levarterenol (Levophed®) is in- 
jected intravenously, the following drug is in- 
jected into the areas of extravasation: 

1. Atropine sulfate 

2. Hyaluronidase 

3. Promethazine (Phenergan®) 

4. Phentolamine methanesulfonate (Regitine®) 

5. Hydrocortisone 


Quiz answers appear on page 272. 
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Alcoholic Liver Disease 


THE PATHOLOGIC features in the liver associated 
with chronic alcoholism, according to G. K. 
Mallory, are: (1) fatty infiltration; (2) alcoholic 
hyalin; (3) necrosis of liver cells and the as- 
sociated regeneration, and (4) cirrhosis. 

It has been known for many years that fatty 
infiltration of the liver is commonly associated 
with chronic alcoholism, and that it is related to 
dietary insufficiency. Evidence is accumulating 
that prolonged massive fatty infiltration of the 
liver in some way produces cirrhosis. 

Frank Mallory was the first to describe a 
specific type of hyaline degeneration in the liver 
cells of the alcoholic. The detailed histochemistry 
of alcoholic hyalin has never been adequately 
studied. To date, it has been found to be a de- 
natured protein with no neutral fat or carbohy- 
drate fraction and probably with a high histone 
content. Whether all cells containing alcoholic 
hyalin become necrotic, or whether cells with 
large amounts of fat but no hyalin become ne- 
crotic, are disputed points. However, until the 
patient goes progressively downhill and dies, 
necrotic liver cells are replaced by degeneration 
which is diffuse or nodular, depending on the 
distribution of the necrosis. Finally, there is no 
agreement as to whether these processes lead to 
the development of diffuse fibrosis or cirrhosis, or 
whether cirrhosis results from a proliferation of 
new fibroblasts, or is produced by or associated 
in some way with the ductules and Kupffer’s cells. 

On the basis of these pathologic features of 
liver disease in the chronic alcoholic, the author 
has constructed a new classification: (1) fatty 
liver, (2) fatty cirrhosis and (8) atrophic cir- 
rhosis. 

Following each of these three diagnoses, by 
adding in parentheses the words alcoholic or nu- 
tritional, one has the opportunity to indicate a 
concept as to the etiology of the ease under con- 
sideration. This author claims advantages for 
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this classification over those that subdivide 
portal cirrhosis into subacute, subchronic and 
atrophic diseases. 

The diagnosis of fatty liver would be reserved 
for large fatty livers with insignificant amounts 
of fibrosis. Signs of activity in the form of hyalin 
and active necrosis may be present or absent. To 
qualify for the diagnosis of fatty cirrhosis, such 
livers must contain moderate to large amounts of 
fat, but also show a significant degree of fibrosis 
or cirrhosis. These livers vary from about 1,500 
to 3,500 Gm. in weight. As with the fatty livers, 
activity in the form of hyalin and necrosis varies 
from absent to marked. The final class, atrophic 
cirrhosis, consists of small (800 to 1,400 Gm.) 
livers that are diffusely nodular and have dense 
and extensive fibrosis. Clinically, this disease is 
found most frequently in the reformed alcoholic 
who has stopped consuming alcohol and has been 
eating an adequate diet. There is little, if any, 
evidence of hepatocellular disease. (Laboratory 
Investigation, 9:132, 1960.) 


Esophageal Perforation 
in Hodgkin’s Disease 


WEST AND BOURONCLE call attention to the oc- 
currence of spontaneous perforation of the esopha- 
gus in Hodgkin’s disease. The authors believe 
that this rare complication has never been re- 
ported in English literature. Three patients are 
presented, all of whom have a history of estab- 
lished generalized disease. The outstanding symp- 
tom of esophageal perforation was dysphagia. 
Two of the patients responded to local deep x-ray 
therapy with subsequent closure of the perfora- 
tion. From their experience, the authors suggest 
that the development of dysphagia in any pa- 
tient with Hodgkin’s disease warrants immediate 
investigation with serial x-ray examinations of 
the esophagus. The treatment of choice is local 
deep x-ray therapy. (American Journal of Gastro- 
enterology, 33:335, March, 1960.) 
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Estrogens in Hemoptysis 


POPPER HAS EMPLOYED intravenous Premarin® in 
themanagement of 14 patients with severe hemop- 
tysis due to pulmonary tuberculosis. In nine pa- 
tients, bleeding was controlled after a single in- 
jection; in four, a second injection was necessary 
in24 hours because of recurrence of bleeding, and 
in one patient, three injections were required 
nine hours apart. In most instances, the result 
was immediately apparent. Bleeding stopped 
within minutes. 

The mode of action of intravenous estrogens is 
still undetermined. No evidence of toxicity was 
observed in any of these patients. (Diseases of the 
Chest, 37:659, June, 1960.) 


Cardiac Response to Exertion 

IN A SYMPOSIUM on the central nervous system 
control of circulation, Rushmer and his colleagues 
have summarized their results of continuous 
analysis of left ventricular performance in intact, 
unanesthetized dogs. The techniques involve im- 
plantation of pressure recording devices and a 
fowmeter on the root of the aorta. The charac- 
teristic response of the left ventricle to standard 
exercise (running at 3 miles per hour on a 5 per 
cent grade) includes a sustained tachycardia be- 
ginning within two or three beats after the begin- 
ting of an unexpected exercise. 

The peak aortic flow velocity is considerably 
elevated, indicating an accelerated ventricular 
jection. However, the duration of systole tends 
to be diminished so that the stroke volume dur- 
ing exercise tends to increase little or not at all. 
Remarkable constancy of stroke volume during 
tertion has been demonstrated consistently in 
dogs and partially confirmed in man. The elec- 
tonically computed “‘work” shows little or no 
Merease in work per stroke, although the work 
pet unit time was increased because there are 
More strokes in each fixed interval. In these re- 
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sponses, it is impossible to recognize the opera- 
tion of Starling’s classical law of the heart. 
(Physiological Reviews, 40, Supplement No. 4:30, 
April, 1960.) 


Pulmonary Alveolar Proteinosis 


THIs IS a new, chronic pulmonary disease which 
takes its name from the proteinaceous material 
found filling the alveoli of lung specimens taken 
at biopsy and autopsy. Snider has reviewed the 
pathology of this disease and described pulmo- 
nary function studies (see chart below) which 
indicate an alveolar capillary block syndrome. 
There is no known etiology, and treatment in- 
cluding antibiotics and steroids has been in- 
effectual. The disease may either regress spon- 
taneously or go on to complete incapacitation, 
with death due to secondary infection or right 
heart failure. (Annals of Internal Medicine, 
52:1318-1328, June, 1960.) 


PULMONARY FUNCTION IN ALVEOLAR PROTEINOSIS 
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Korotkoff Sounds 


LEwis and his colleagues used a phonocatheter 
to study the Korotkoff sounds in man. This de- 
vice is placed inside the brachial artery and the 
Korotkoff sounds are recorded directly from 
within the vessel. 

During the blood pressure measurement with 
the cuff, the onset of intravascular sounds occurs 
with the first pulse of blood through the cuff. 
External sounds, that is, sounds heard with the 
stethoscope, occur at the first or next lower beat. 
As cuff pressure is lowered, external sounds 
usually disappear before the diastolic pressure is 
reached. Internal sounds, as heard with the 
phonocatheter, disappear at the diastolic level. 

These studies indicate that discrepancies re- 
ported between direct and indirect blood pres- 
sure measurements may be related to transmis- 
sion of Korotkoff sounds rather than to produc- 
tion of these sounds within the vessel. These 
authors discovered that in aortic sufficiency, in- 
ternal sounds are heard unrelated to cuff pres- 
sure. (Federation Proceedings, 19:99, 1960.) 


Chemotherapy in Chronic Bronchitis 


FRANCIS and Spicer prepared a report to the Re- 
search Committee of the British Tuberculosis 
Association for its chronic bronchitis subcom- 
mittee. In this report they carried out a con- 
trolled trial to estimate the value of penicillin and 
tetracycline as long-term prophylactics in chronic 
bronchitis. Sixteen chest clinic physicians cooper- 
ated in a double-blind controlled trial contribut- 
ing 252 patients who were allotted at random to 
three groups receiving: (1) tetracycline, 250 mg. 
twice daily; (2) penicillin V, 312 mg. b.i.d., equiv- 
alent to 1,000,000 units daily, and (3) inert 
(starch) capsules, b.i.d. All capsules were identi- 
cal in appearance and it was arranged that all 
patients should start treatment on January 5, 
and cease on April 30, 1959. 


126 


It was found that the use of penicillin V or 
tetracycline approximately halved the days lost 
from work as compared with the control group 
receiving the placebo. The approximate equal 
efficacy of penicillin and tetracycline was an un- 
expected finding, since the former is considered to 
have little effect on organisms of the Hemophilus 
group. 

Another interesting feature of the trial was 
that the treatments with the antibiotics ap- 
peared to have no effect in reducing the number 
of attacks per patient. Rather, the improvement 
was in the duration of each exacerbation. 

It is probable that the antibiotics acted as 
therapeutic rather than prophylactic agents, in- 
suring prompt treatment of the attacks without 
preventing them. It is also possible that their 
effect was to control secondary infection, the at- 
tacks themselves being precipitated by some 
other cause such as a virus infection or a meteor- 
ologic factor. (British Medical Journal, 5169:297, 
1960.) 


Peptic Ulceration in Emphysema 


A STATISTICAL STUDY by Zasly, Baum and Run- 
ball of 478 subjects diagnosed as chronic obstruc- 
tive pulmonary emphysema indicated evidence 
of chronic peptic ulcer in 109 (22.7 per cent). 
This is contrasted with an incidence of 2.7 per 
cent in a control group of patients with the same 
age distribution. There was almost an equal inci- 
dence of duodenal and gastric ulcer. 

In a separate study by the authors, there was 
no significant relationship between arterial cat- 
bon dioxide tension and gastric acidity in ps 
tients with chronic obstructive emphysema. 
Other factors that might influence the association 
of these two diseases are respiratory infections, 
cigarette smoking, stress and tension. No factor 
common to either of these apparently similar 
diseases has been established. (Diseases of the 
Chest, 37:400, June, 1960.) 
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Surgery of Cerebral Hemorrhage 


CONSERVATIVE medical therapy, advocated for 
curing cerebral hemorrhage, can only affect the 
cerebral edema and the neurovegetative dis- 
orders. Direct surgical attack is preferred since it 
frees the brain from compression by collecting 
blood. G. Lazorthes, professor-neurosurgeon of 
the Hospitals of Toulouse, France, reached this 
conclusion in a recent study. 

This report concerns only those cases in which 
the hemorrhage is the chief lesion. It does not 
include cases in which the intracerebral bleeding 
is the result of trauma, or tumoral growths or is 
secondary to vascular malformations. 

The author believes that hemorrhage takes its 
source most often from the central or capsulostri- 
ate blood vessels, and he places great significance 
on the extravasation of blood toward the cortical 
centers or within the white matter of the brain. 
The classical type of capsular hemorrhage is often 
fatal, for it tears the internal capsule, compresses 
the diencephalic centers and may invade the 
ventricles of the brain. From the internal or ex- 
ternal capsule the hemorrhage may extend into 
the white matter of the cortex. Most frequently 
it extends into the parieto-occipital region (75 
per cent of cases), but it also may extend into the 
frontal or temporal lobes. It collects itself into a 
hematoma and compresses more than damages 
the brain. It is believed that this type can be 
evacuated by operation. 

Attention is called to the clinical aspects, both 
as to course and localization, and to the localizing 
Value of the electroencephalogram. Angiography 
is the conclusive examination. The diagnosis, the 
localization of the hematoma and the etiology 
depend upon its findings; moreover it dictates the 
course that is to be followed concerning the deci- 
sion to operate and the realization of the opera- 
tion itself. The author thinks there should be no 
hesitancy in performing arteriograms in patients 
suffering from vascular troubles, for even in such 
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cases it has few contraindications. Exceptions 
are: (1) marked hypertension, (2) very old age or 
(83) a moribund state. Arteriography can be per- 
formed after the third day. With the help of con- 
servative therapy, it is preferred to defer the 
operation, pass the dramatic period of the first 
two days, perform arteriography on the third day 
and if necessary, operate. 

Simple trepanation is rejected as the operative 
procedure in that it evacuates liquid blood but 
not large clots, allows no proper view of the 
lesion and may cause bleeding. Instead, a bone 
flap is turned, the cortex incised and the cavity 
evacuated. When cerebromalacia has occurred, 
the necrotic brain is aspirated with the blood. 

Fifty-two cases of surgery for cerebral hemor- 
rhage are reported. Postoperative death occurred 
in nine of these patients, eight of whom were hy- 
pertensive. There were 18 recoveries with no 
neurologic residuals (34.5 per cent), and 25 re- 
coveries with neurologic deficit (48.5 per cent). 
Best results were obtained in the group of pa- 
tients operated within the first week. 

The author thinks the results point out that the 
surgical management of cerebral hemorrhage pro- 
duces notable relief and even complete recovery in 
a high percentage of cases. The operation frees 
the brain from compression by the hematoma 
and the reactional edema; it prevents immediate, 
severe focal neurologic damages and attenuates 
the posthemorrhagic deficits. (The Journal of 
Neurosurgery, Volume 16, 1959, pp. 355-65.) 
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Repair of Bile Duct Strictures 


TRAUMATIC and inflammatory strictures of the 
common bile duct, resulting in varying degrees of 
biliary obstruction, have been the subject of 
vigorous surgical attack. Procedures for re-estab- 
lishing continuity with free flow of bile between 
the biliary passages and the gastrointestinal tract 
are legion; however, the three most widely used 
methods may be summarized as follows: 

1. Performance of an end-to-end anastomosis 
between the normal proximal and distal segments 
of the common bile duct. The anastomosis is done 
over a long-armed T tube, one arm serving as a 
stent and the other extending into the duodenum 
to provide drainage. The tube is brought out of 


the common duct at a site distant from the . 


anastomosis. 

2. Construction of a defunctionalized loop of 
jejunum with suture of the open end to the prox- 
imal bile duct, and anastomosis of the proximal 
end to the distal limb of jejunum, completing the 
Roux en Y. 

3. Anastomosis of the hepatic end of the com- 
mon bile duct to a loop of jejunum with the per- 
formance of a jejunojejunostomy. 

Even though the results with these procedures 
are for the most part quite satisfactory, certain 
patients will have recurring postoperative bile 
duct strictures. Kirtley presents eight cases of 
postoperative strictures of the common duct, 
these eight patients having undergone 21 opera- 
tions upon their biliary systems for stricture be- 
fore they were treated by the author. One patient 
was explored seven times for recurrent biliary ob- 
struction. 

The author points out that the feature common 
to the above described procedures for the relief of 
stricture is the performance of a mucosa-to- 
mucosa anastomosis between segments of the 
common duct, or between the common duct and 
the jejunum. It is at the site of this anastomosis 
that recurrent stricture formation and fibrous 
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contraction occurs. Kirtley describes the opera- 
tion of hepaticocholangiojejunostomy with Roux 
en Y, as being the most effective manner in 
which to re-establish continuity between scarred 
bile ducts and the intestinal tract. The method 
consists of “anastomosing the open end of the 
distal limb of jejunum to the hilum of the liver 
around but not to the proximal duct.”” Whenever 
possible, the proximal duct is incised longitudi- 
nally for a short distance and the two flaps thus 
formed, an anterior and posterior, are reflected 
and sutured to the thickened Glisson’s capsule, 
thus providing a gaping opening or a “‘fish- 
mouth” effect. This maneuver will minimize the 
danger of fibrous contraction stenosing the ori- 
fice. The inflammatory process leaves Glisson’s 
capsule thickened so that a water tight suturing 
of the distal jejunum to the liver is possible. The 
procedure may be accomplished through either a 
Kehr’s incision or the right thoracoabdominal 
route, while continuity of the intestinal tract is 
established by an end-to-side jejunojejunostomy 
Roux en Y. 

Of the eight patients with postoperative stric- 
ture there was one hospital death, while the oth- 
ers treated as described by the author have been 
symptom-free for periods varying from four to 94 
months. (Annals of Surgery, 151:123, 1960.) 


Bone Banks 


MARMOR DISCUSSES the problem of insuring an 
unlimited supply of bone for grafting by sur- 
geons. The problem in the past has been that 
bone banks were composed of sterile specimens 
obtained in the course of various surgical pro- 
cedures. Obviously, this is a very limited source. 
A much more satisfactory technique is to collect 
bone from post-mortem bodies under clean, but 
not sterile, conditions. These bones are immedi- 
ately packaged in plastic, heat sealed and then 
placed within two outer bags for additional pro- 
tection. They are frozen until irradiated. After 
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irradiation, the grafts are stored up to six months 
in the frozen state, ready for use. 

In bone homografts obtained in this way, no 
cells survive. Fixed bony contact between the 
host and the graft is maintained, however, until 
invasion and replacement by osteogenic cellular 
elements from the host. The success of the graft, 
therefore, is based on the provision of an internal 
mechanical fixation and a scaffold to guide the 
new osteogenic elements. 

The bone bank as described above has operated 
very successfully for the author. Sterilization of 
bone depends on the use of a three million volt 
machine. Lesser intensity radiation has proved 
unsatisfactory. (California Medicine, 92:407, 
June, 1960.) 


Bacteremia After Oral Surgery 


SCHIRGER and his colleagues have compared the 
incidence of bacterial invasion of the blood 
stream of patients undergoing oral surgery with- 
out prophylactic antibiotics, with that of pa- 
tients who were given oral penicillin prior to 
operation. The drug used was phenoxymethyl 
penicillin. 

Fifty of the 77 patients receiving penicillin 
followed very nearly the dosage schedule recom- 
mended by the American Heart Association for 
patients with cardiovascular defects that would 
make them susceptible to endocarditis. The re- 
maining 27 received approximately half that 
amount, or 2,000,000 units. 

The results are shown in the graph at the right. 
The altered incidence of bacteremia when peni- 
tillin is used prophylactically is obvious. It is 
also apparent that these doses minimized inva- 
son of the blood by streptococci of the mitis 
group. The authors recommend a dosage schedule 
of 4,000,000 units given in four equally divided 
doses in the 24 hours prior to operation. (Journal 
of Laboratory and Clinical Medicine, 55:376, 
March, 1960.) 
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Agranulocytosis from Chlorpropamide 


KARLIN DESCRIBES a case of agranulocytosis that 
developed following treatment of diabetes with 
chlorpropamide. Because a normal bone marrow 
picture was observed just before the institution 
of therapy with this drug and subsequent exami- 
nation revealed maturation arrest of the granu- 
locytes, the causal relation of chlorpropamide 
to bone marrow depression appears to be well 
established. 

No fatal cases of agranulocytosis previously 
have been reported. The frequency of reaction 
with chlorpropamide is increased when the mini- 
mal effective dose is exceeded. Doses larger than 1 
Gm. per day should not be given. In the author’s 
case, the dose of chlorpropamide did not exceed 
0.5 Gm. per day. (New England Journal of Medi- 
cine, 262:1076, May, 1960.) 


Negative 
cultures 
Positive 
cultures 


Streptococcus 
mitis 


Controls 4,000,000 vu. 2,000,000 v. 
Phenoxymethy! penicillin prior 
to operation 


Chart showing the results of blood cultures in 127 patients im- 
mediately following oral operation. 
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Surgical Treatment for Portal Hypertension 


MACPHERSON has reviewed the problem of as- 
sessing the results of surgical treatment in portal 
hypertension. For this purpose he has used a 
series of 118 patients followed over a period of 30 
years. Of these cases, 22 were extrahepatic ob- 
struction (occlusion of portal or splenic vein) and 
96 were intrahepatic. 

The syndrome of extrahepatic portal obstruc- 
tion is essentially a disease of young people. The 
majority in the present series was between 10 and 
20 years of age. In the older patients the venous 
occlusion was usually secondary to carcinoma 
and other causes. The large group of cases show- 
ing intrahepatic obstruction was associated with 
alcoholism, postnecrotic cirrhosis and cirrhosis of 
various other origins. 

The author points out the difficulties in com- 
paring treated versus untreated patients in terms 
of the effect of surgery for portal decompression. 
The series of different authors may significantly 
vary with respect to age, sex, etiology of the 
cirrhosis, status of liver function and the presence 
or absence of bleeding in the past. MacPherson is 
more interested in examining questions to which 
definite answers seem possible at this time. These 
questions are: (1) Does the performance of the 
operation for portal hypertension adversely affect 
the liver? (2) Can the blood dyscrasia be im- 
proved thereby? (3) Does operation reduce the 
number and severity of hemorrhages from the 
gastroesophageal varices? 

With regard to the first question, the diversion 
of portal flow in normal dogs is followed by 
atrophy of the liver and episodes of coma. Ob- 
viously, if this were the case in humans, opera- 
tions of this nature could not be entertained for 
the relief of hematemesis. Adequate studies in 
patients with cirrhosis before and after portal 
systemic venous anastomosis have revealed no 
significant change in liver function tests beyond 
those seen in surgery of equal magnitude in pa- 
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tients with cirrhosis. Once recovery from surgery 
has occurred, the liver did not exhibit any dete- 
rioration of function which could be attributed to 
the surgery. 

The explanation for the difference between the 
behavior of the patients with portal hypertension 
and a portal systemic anastomosis on the one 
hand, and healthy dogs with a portal systemic 
anastomosis on the other hand, lies with the fact 
that the regenerated nodules in the cirrhotic liver 
are supplied almost exclusively by arterial blood. 
Thus, the liver is already adapted before surgery 
to chronic deprivation of portal venous blood. In 
general then, the temporary adverse effects of 
surgery in patients with cirrhosis are caused by 
major surgery itself and cannot be attributed to 
the diversion of portal blood. 

The second question relates to the correction 
of leukopenia and thrombocytopenia by portal 
systemic venous anastomosis. The author’s data 
indicate that in contrast to the results of splenec- 
tomy, portacaval anastomosis failed to con- 
sistently improve the white count and the platelet 
count in patients with intrahepatic portal ob- 
struction. 

The author suggests that in cases where per- 
sistent thrombocytopenia is a part of the clinical 
picture, splenectomy should probably be included 
in the surgical approach to that patient. 

The author’s third question relates to the fre- 
quency of hematemesis before and after surgery. 
Here, the data did not provide a definitive an- 
swer, but it appears that the severity of bleeding 
episodes was decreased by surgery. A more satis- 
factory answer to this question can be achieved 
only by careful recording of large and comparable 
series. 

MacPherson concludes that portal systemle 
venous anastomosis is worthy of further trials in 
the treatment of portal obstruction. He makes an 
exception, as do most authors, as to the patients 
with ascites and severely decompensated liver 
function tests. (Gastroenterology, 38:142, 1960.) 
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Sodium Bicarbonate 
in the Treatment of Salicylism 


OLIVER AND DYER have studied the results of 
treatment of children poisoned with salicylates 
by the infusion of sodium bicarbonate. They 
point out that 90 per cent of the ingested 
salicylate is excreted in the urine in one of three 
forms: free salicylate, salicyluric acid and salicyl- 
glucuronide. In an acid pH, the free salicylate 
accounts for approximately 20 per cent of the 
total excreted. However, as the urine pH rises 
above 7.0, both the relative percentage and the 
total amount of free salicylate increase progres- 
sively. 

Consequently, at a urinary pH of 8.0, free 
salicylate accounts for 75 to 80 per cent of the 
total excreted. This amounts to a total excretion 
of as much as four times that occurring at a 
pH of 5.0. 

It seems rational, therefore, to treat salicylism 
by the administration of a substance which would 
increase the urinary pH. Objection may be raised 
to the administration of bicarbonate with the 
possibility that a serious alkalosis will ensue with 
its subsequent harmful effects. The authors em- 
phasize that in infants and young children with 
salicylism, the early intervention of a metabolic 
acidosis upon the initial respiratory alkalosis 
makes it unlikely that the administration of 
_ bicarbonate would, in fact, prove harm- 

A study, therefore, was undertaken using 
children under the age of 4 as the subjects. One 
group received fluids alone and was compared 
with a second group treated by the infusion of 
sodium bicarbonate early in the management of 
the disease. 

The control group of 12 subjects received oral 
and intravenous fluids in amounts exceeding 3.0 
L. per sq. m. per day. A second group was man- 
aged by a similar fluid regimen, but in addition, 
received sodium bicarbonate intravenously in 
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Serum solicylate per cent 
of pretreatment value 


Time in hours 2 4 6 8 10 12 14 16 


Decline in serum salicylate level with the administration of 
fluid alone compared with the administration of bicarbonate. 


amounts of 3.5 to 5.0 kg. body weight during the 
initial four hours of treatment. 

Bicarbonate administration was followed by 
the excretion of an alkaline urine in 15 of the 18 
children in the treatment group. Concomitantly, 
a pronounced fall in serum salicylate occurred 
promptly, as shown in the chart above. In the con- 
trol group, the fall was more gradual. The control 
group was subdivided into a group receiving the 
large fluid load (more than 3 L. per sq. m. per 
day) and a second group who received a smaller 
fluid load (less than 2.5 L. per sq. m. per day). 
There was no appreciable difference in rate of 
decline of the serum salicylate in the two control 
groups receiving different fluid loads. Bicarbonate 
administration was followed by a modest and 
transient rise in the serum pH to a mean of 7.5 
some three hours after therapy. In contrast, the 
patients receiving fluids alone had little or no 
change in serum pH. The signs of salicylism sub- 
sided more rapidly in the treatment group than 
in the control group and the authors comment 
that the disappearance of hypernea was often 
dramatic. 

One further point of treatment involves the 
addition of potassium in doses of 80 to 120 mEq. 
per sq. m. per 24 hours to the intravenous fluids 
in both treatment and control groups. On the 
basis of this study, the authors believe that care- 
ful use of sodium bicarbonate is the preferred 
treatment of salicylism in children less than 4 
years of age. (AMA Journal of Diseases of Chil- 
dren, 99:553, May, 1960.) 
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Pyrazinamide®-Induced Hyperuricemia 


ATHEROSCLEROSIS has long been known to be 
associated with high serum uric acid levels and 
to be a frequent complication of gout. It is also 
known that the mean uric acid level is signifi- 
cantly higher in patients with coronary artery 
disease than in normal controls. These findings 
have raised the question of a causative relation- 
ship of hyperuricemia to hypercholesterolemia 
and other lipid disturbances of the blood. 

The antituberculosis drug, pyrazinoic acid 
amide (Pyrazinamide®), is known to cause an 
elevation of serum uric acid after a few days’ 
administration. This Pyrazinamide effect on the 
uric acid of the blood presented an opportunity 
to Kershbaum and his associates to study what 
effect an induced hyperuricemia would have on 
the various blood lipids. The observation made 
in this study indicates the hyperuricemia in- 
duced by Pyrazinamide in patients with active 
tuberculosis does not cause an increase in serum 
lipids. This at least suggests that in an individual 
with both hyperuricemia and hypercholestero- 
lemia, the high level of uric acid in the serum 
does not, in itself, cause the high level of choles- 
terol. Rather, the simultaneous presence of these 
two states is probably the result of separate dis- 
turbances of uric acid and cholesterol handling 
which may have a modifying but not an etiologic 
relation to each other. (American Journal of the 
Medical Sciences, 239:89, 1960.) 


Balantidiasis 


BALANTIDIUM COLI is the largest of the intestinal 
protozoa, and the only pathogenic ciliate found in 
man. This infection is unusual in the United 
States although the disease is encountered in all 
parts of the world. Air travel increases oppor- 
tunity for exposure. 

Since this disease can often be overlooked as a 
cause of diarrhea, Woody and Woody describe a 
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case of Balantidium coli infection in a malnour- 
ished 5-month-old infant. She is believed to be 
the youngest patient with this condition reported 
in the literature. 

The epidemiology of this organism is still ob- 
secure. Both trophozoite and cyst stages are ob- 
served in humans. The trophozoites are generally 
associated with diarrhea, and the cysts are gen- 
erally associated with formed stools during 
asymptomatic periods. In an unstained stool sus- 
pension, the trophozoites appeared as large oval 
hyalin or slightly bluish objects which are readily 
seen under low-power magnification as they glide 
rapidly through the microscopic field. The con- 
stantly moving cilia are visible under high-power 
magnification. A distinct characteristic is the 
large kidney-shaped macronucleus which may be 
located in various places within the organism. 
This serves to differentiate this species from 
ciliates which may contaminate fecal specimens 
or containers. The cysts are spherical or ovoid, 
have a green or yellow color and possess a doubly 
outlined wall. When stool parasite surveys were 
done in various parts of the world, Balantidium 
was found in about one out of 1,200 examinations. 

Clinical manifestations of this infection are 
those of enterocolitis. Asymptomatic cases occur. 
The mortality rate of balantidiasis in recent years 
has been about 5 per cent. Specific diagnosis rests 
on demonstration of trophozoites or cysts in the 
stools. On occasion, the diagnosis can be sus- 
pected at the bedside because of a peculiar “pig- 
pen” odor of the stools. Sigmoidoscopy may 
demonstrate characteristic ulcerations of the 
mucous membrane of the bowel. These gross 
lesions resemble those of amebiasis. 

At present the tetracycline drugs seem to be 
the drugs of choice in treating balantidiasis. 
Reinfections have occurred after the use of the 
tetracyclines, but treatment failures and relapses 
which were frequent with older methods have not 
been published. (Journal of Pediatrics, 56:485, 
1960.) 
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These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Hidradenitis Suppurativa Therapy 


Q. What is the current medical therapy of hidra- 


denitis suppurativa involving the axilla? 


A. Medical therapy of hidradenitis suppurativa 
is usually not very effective. Occasionally in 
early simple cases the application of hot com- 
presses and the use of systemic and topical 
antibiotics will clear up the process. Radiation 
therapy is sometimes helpful. 

The disease has so many small pockets and is 
usually so deep-seated that medical therapy is 
almost always unsatisfactory. The best treat- 
ment for it is wide resection of the area and 
primary skin grafting if necessary. This proce- 
dure yields good results. 


Salk Vaccine Booster Injections 


Q. When Salk vaccine became available, three in- 


jections at the recommended intervals were sup- 
posed to effect full immunization. Later some 
authorities advised a booster dose of 1 ce., 
administered one year after the third injection. 
How many additional booster injections are 
now recommended for adequate protection and 
at what intervals? 


A. Experience in the United States during 1958- 
1959 indicates that the series of three doses has 
been approximately 90 per cent effective in pre- 
Venting paralytic poliomyelitis. For those who 
received the additional booster dose, the effec- 
tiveness of poliomyelitis prevention was about 95 
per cent. 

There is not sufficient evidence that immunity 
Wanhes enough to require a yearly booster dose of 
vaccine. The present recommendation of the 
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Public Health Service is that such additional 
boosters are indicated when persons may be en- 
tering situations or traveling into areas where 
the incidence of poliomyelitis is high. Physicians 
who wish to provide their patients with the re- 
assurance of a yearly injection of vaccine may do 
so. However, further time will be needed to know 
more accurately the duration of sustained pro- 
tection against paralytic poliomyelitis. 


Auscultatory Gap in Blood Pressure 


Q. Please discuss the “‘auscultatory gap” in blood 
pressure determinations. 


A. The “auscultatory gap” refers to the silent 
interval between the actual systolic blood pres- 
sure and the reading at which the Korotkow 
sound is first heard. For example, in a patient 
whose blood pressure is 200 mm. Hg systolic, 
the arterial sound may not be heard until the 160 
mm. Hg level. Recognition of this phenomenon 
is important in the interpretation of a given blood 
pressure reading. 

The auscultatory gap is said to occur in about 
5 per cent of cases, especially in those with 
essential hypertension and aortic valve disease. 
The cause is not clearly understood. It is appar- 
ently related to “venous congestion” produced 
locally by the pressure cuff. Thus, if the blood 
pressure is recorded with the arm elevated, the 
gap does not appear. It becomes apparent again 
when the arm hangs down by the side. 

To avoid confusion and error due to the aus- 
cultatory gap, the pressure cuff should be in- 
flated to at least 50 mm. Hg above the apparent 
systolic pressure. The error may be further mini- 
mized by checking every blood pressure reading 
with palpation of the radial artery. 
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Resistance to Bishydroxycoumarin 


Q. What are the causes of resistance to bishy- 
droxycoumarin (Dicumarol®)? What mazi- 
mum dosage should be tried before resistance is 
assumed to exist? 


A. The cause of resistance to bishydroxycou- 
marin therapy is not known. It appears that 
resistance occurs in less than 1 per cent of pa- 
tients. Patients who do not respond to a daily 
dose of 300 mg. of bishydroxycoumarin for a pe- 
riod of seven to ten days will not, in most in- 
stances, respond to larger doses or more pro- 
longed therapy. Resistance to this drug does not 
indicate resistance to heparin, however. 


High Altitude and Emphysema 


Q. Is high-altitude flying related in any way to 
the development of chronic pulmonary em- 
physema? 


A. In the opinion of several specialists in avia- 
tion medicine, the development of chronic pul- 
monary emphysema has not, to date, been 
related to high-altitude (above 30,000 ft.) flying. 
Civilian airline passengers are not exposed to 
such altitudes unless the aircraft is accidentally 
decompressed in flight. 

Early reports by Joseph Bancroft and others 
indicate that natives of the Andes are frequently 
“‘barrel-chested,’”’ as in emphysema. More de- 
tailed studies on residents at altitudes of 14,000 
to 15,000 ft. show that these people have none 
of the other signs of genuine emphysema, such 
as increased resistance with air trapping. The 
studies, done by Hurtado’s group, were made on 
persons with long and usually continuous expo- 
sure to high altitude as contrasted with the brief 
and intermittent exposure of military aircrew- 
men. 

The basic causes of chronic emphysema are 
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unknown or, at least, obscure. There is no evi- 
dence that its incidence is increased in military 
flying personnel. The aerospace pathology branch 
of the Armed Forces Institute of Pathology has 
received histopathologic material from about 
1,000 cases of aircraft accident fatalities and 
there has been no striking incidence of emphy- 
sema in these persons. 


Sluder’s Neuralgia 


Q. What is Sluder’s neuralgia? Please explain 
symptomatology, aids in diagnosis and ac- 
cepted treatment. 


A. Sluder’s neuralgia is a form of facial neural- 
gia associated with the sphenopalatine ganglion. 
There is considerable controversy regarding its 
frequency and there are authorities who deny its 
existence. Some believe that sphenopalatine neu- 
ralgia is due to a neuritis of the vidian nerve, 
caused occasionally by infection of the sphenoid 
sinus. 

Sphenopalatine neuralgia pain is diffuse and 
widespread. It begins at the root of the nose and in 
and about the eye, the upper jaw and teeth, ex- 
tends backward to the temple and zygoma and 
spreads at times to the mastoid region, down 
the neck, shoulder and arm. The pain is unilat- 
eral, never extends above the level of the ear and 
may last for a few minutes to several days. 
There are two points of maximum pain: (1) in 
the region of the orbit and root of the nose and 
(2) just behind the mastoid process. 

The only certain diagnostic test is disappeal- 
ance of the pain within three minutes after c0- 
cainization of the sphenopalatine ganglion. 
Treatment consists of alcohol injection of the 
ganglion. Sphenopalatine neuralgia is rare. The 
pain said to occur in this condition is usually 
found to be due to some other condition, such as 
migraine, histaminic cephalalgia, dental impac- 
tions, sinus disease, tumor or aneurysm. 
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Hypotensive Placebo 


(American Medical Association, Washington, Nov. 
98) IN A CONTROLLED, double-blind study, injec- 
tions of a placebo every two weeks caused a sta- 
tistically significant decrease in systolic blood 
pressure for 59 weeks, and in diastolic blood pres- 
sure for 143 weeks. This was comparable to de- 
creases achieved with injections of hydrogenated 
agot alkaloids. But placebo tablets taken three 
times daily did not decrease blood pressure, while 
tablets of the drug did.—Drs. RAYMOND F. 
GRENFELL, ARTHUR H. BRIGGS and WILLIAM C. 
HOLLAND, University of Mississippi. 


Chronic Illness 


(Ibid., Nov. 29) TO SOME EXTENT, everyone can 
be classified as chronically ill. Especially after 
age 40, few persons are not “subjects of demon- 
strable pathology of various kinds which will be 
with us until we die.’’ More than five million have 
srious chronic ailments, a quarter of them under 
age 45. Seventy-five years ago, chronic illness 
caused only 1/15 of all deaths. Now, more than 
half of all deaths are due to diseases which have 
already produced chronic illness or disability.— 
Dr. PAUL CHoporFr, Washington, D.C. 


Winter Campaign 


(Ibid., Nov. 30) ORAL POLIO VACCINE is not ex- 
pected to be available for use by summer. But 
Salk vaccine is plentiful, and “‘if we are to pursue 
our common goal of stamping out poliomyelitis 
in America, we must exert an ever greater effort 
than in the past. For the possibility of a new 
vaecine will further encourage procrastination, 
by individuals or by communities. I would urge 
‘+. you begin planning now for mid-winter cam- 
baigns with the Salk vaccine.’—Dr. LEROY 
=" Surgeon-General, U.S. Public Health 


Medigrams 


Emotions and Allergies 


(Ibid., Nov. 28) PSYCHIC FACTORS are not respon- 
sible for producing allergic disorders, although 
they may continue the allergic basis. The psycho- 
logic factors come into play only after the al- 
lergic disorder has been established, and only in 
a secondary way.—DR. JEROME MILLER, Phila- 
delphia. 


Detecting Alcoholics 


(Ibid., Nov. 30) SKIDROW DERELICTs account for 
only about 3 per cent of alcoholics. “The vast 
majority are the patients whom the personal 
physician already knows, whom he has been 
treating for other conditions, and in whom he 
may have suspected excessive drinking, but with 
whom he has never discussed the problem. To 
detect these cases early and save the patient from 
further grief and illness is his obligation.’””—And 
listening to the patient “‘can often be the most 
effective method of treatment.”—Dr. MARVIN A. 
Bock, Buffalo, N.Y. 


Changing Hazard 


(Ibid., Nov. 30) MACHINES and toxic chemicals 
“loom as greater threats to life today than 
germs.” Accidents are the leading cause of death 
between ages 1 and 19. Medicines accounted for 
55 per cent of 14,069 accidental poisonings in one 
study, with children under 5 accounting for 90 
per cent of these cases. Physicians and parents 
have primary opportunities and obligations to 
reduce the toll—Dr. GEORGE M. WHEATLEY, 
New York. 


Uncoddled 


(Southern Medical Association, St. Louis, Oct. 31) 
NONCODDLED BABIES appear to be happier and 
healthier than the coddled infants, judging from 
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a study of 1,200 babies. In the study, babies were 
placed on three meals per day schedule in the 
third week, given solid foods starting with a 
spoonful of cereal on the second or third day, 
ignored when they cried for attention. ‘Sooner or 
later, the baby must learn to be a member of the 
family and a good citizen. The earlier this train- 
ing begins, the better.”—-DrR. WALTER SACKETT, 
JR., Miami, Fla. 


Narcotics Research 


(Organizational announcement, New York, Dec. 5) 
THE NATIONAL ASSOCIATION for the Prevention 
of Addiction to Narcotics has been formed, seek- 
ing public subscriptions to support three major 
objectives: Community education concerning 
narcotics; research and investigation into legis- 
lative and law enforcement aspects of this prob- 
lem; research into causes of addiction and im- 
proved treatment methods. Drug addiction no 
longer is limited to the “substrata of society,” 
but “has moved out of the cellar into the parlor.” 
—JOSEPH J. CARLINO, chairman, board of trustees. 


Tuberculosis Simulator 


(Veterans Administration announcement, Wash- 
ington, Nov. 10) IN 10 months of 1960, the Vet- 
erans Administration registered 710 cases of a 
disease, closely simulating TB, which has been 
recognized only in recent years. It is known so 
far only as infections due to unclassified myco- 
bacteria. The register will be used to evaluate 
treatments, and to aid in research approaches. 


Natural Selection 


(New York Academy of Sciences conference, New 
York, Nov. 18) THE GENE producing sickle cell 
anemia can also be protective against malaria. 
Up to 4 per cent of all babies born among some 
tribes in East Africa, where malaria is endemic, 
bear two genes for sickle cells. Most of these indi- 
viduals die of anemia before adolescence. But, in 
the same areas, up to 40 per cent of all babies 
are born with a single gene for sickle cell, and 
thereby become relatively immune to malaria. 
The malaria parasite cannot efficiently use the 
hemoglobin in the sickle cell which differs only 
slightly from that in the normal red cell.—Dr. 
ANTHONY C. ALLISON, National Institute for 
Medical Research, London. 


Space Age Dividend 
(Association of Military Surgeons of the United 
States, Washington, Nov. 2) THE SPACE and mis- 
sile age is developing miniaturized and other 
electronic monitoring equipment which could be 
applied to robot nursing. Automatic devices 
could continuously record patients’ temperature, 
respiration, heart beat, even brain waves, and 
transmit them to nurses’ stations and doctors in 
the hospital. Such devices could warn of impend- 
ing emergencies, and also supply continuous rec- 
ords of the patient’s condition in between the 
physician’s personal check-ups.—CapPT. Cart E. 
PRUETT, M.D., and JOHN N. SHELLABARGER, Pa- 
cific Missile Range and Navy Missile Center, Point 
Mugu, Calif. 


Here each month are published notes of progress in diagnosis and treatment as reported at recent medical 
meetings. GP’s aim is to get news of new drugs and other developments to physicians no later than their 
patients read of them in the daily press and weekly newsmagazines. Report of a new theory or therapeutic 
claim here, prior to its formal endorsement in the medical literature, is not to be regarded as endorsement or 
verification by the editorial staff. 
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Medical Care and Politics 


JOHN G. WALSH, M.D. 


IT SEEMS INCREDIBLE that while the medical pro- 
fession continues its incessant drive to improve 
the quality of medical care for patients in all 
strata of society, in our nation’s capital there 
are forces constantly striving to influence the 
passage of legislation that would place the 
control in the hands of a federal bureaucracy. 
While we thoughtfully struggle with our internal 
problems of medical practice, these outside politi- 
cal forces would willingly destroy the incentive 
for medical progress. We have only to witness 
such socialistic proposals as the Forand bill. 

In August 1957, Representative Forand issued 
a press release, stating in part: “The bill very 
specifically provides that there shall be no gov- 
ernment control over either the practice of medi- 
cine or the administration or operation of hospi- 
tals and nursing homes. It also contains guaran- 
tees of the right of free choice of surgeons, hospi- 
tal and nursing home on the part of the patient.” 

The accompanying bill, H. R. 9467, deals with 
“free choice by patient.” It states that “any in- 
dividual may, with respect to the surgical services 
for which payment is provided in this section, 
freely select the surgeon of his choice, provided 
that the surgeon is certified by the American 
Board of Surgery or is a member of the American 
College of Surgeons except that such certification 
shall not be required in cases of emergency where 
the life of the patient would be endangered by 
any delay...” 
The issue at stake in this type of third-party 
intervention is who shall control the quality of 
medica! care—the recognized medical and hospi- 
tal administrations or the third-party interven- 


GP January 1961 


Special Features 


tionists. The end results of any such socialistic 
program is the complete subjugation of the medi- 
cal profession, and this means both specialists 
and general practitioners. 

A serious problem exists in present-day politics 
when the office-seeker strives incessantly to 
strengthen his position politically at the expense 
of his public (which he seldom consults). He 
sometimes sets himself up as the omnipotent 
provider who does not consider himself the 
servant of his constituents, but rather the bene- 
factor of his political realm. 

Instead of working with voluntary health in- 
surance programs that have brought the highest 
quality of medical care anywhere in the world, 
the professional politician will sell the public 
short in an election year by proposing a second- 
rate program for our elder citizens. These older 
citizens deserve better medical care and con- 
sideration than such legislation usually proposed 
as a vote-getting maneuver. 


British System Fails Time Test 


During a recent visit to London, it was not par- 

ticularly surprising to 

see such headlines in the 

newspapers as “Health 

Stamps Blackmail,’’ 

“Cost of a Cure Going 

Up?”. The latter quote 

made the front page of 

the Empire News and 

opened with this state- 

ment: “‘If you fall ill after 

the budget, it is likely to 

cost you more to be cured. 

For the cost of the health academy President 
service continues to rise.” John Walsh 
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Medical Care 
and Politics 


At a recent meeting of the British Medical 
Association, Sir Arthur Porritt, who heads a 
committee reviewing all aspects of the National 
Health Service, was installed as the new president. 
He suggested that a British Medical Corporation 
assume the work of the Minister of Health in 
administering the health service. 

In his address, Sir Arthur said, “What a 
tragedy it is that the conception of the National 
Health Service involving an equal partnership 
between the government and the profession for 
the eminently praise-worthy purpose of ensuring 
the well-being of the nation should have failed 
so dismally. For let us be quite frank and appre- 
ciate the fact that the system initially envisaged 
has not worked as it should have worked, and 
the test of time (and a reasonable time—11 years 
or more) has shown basic differences in ideology 
sufficiently strong at times to threaten the ruin 
of a superb ideal.” 

The London Times said, “There is no doubt 
that the original idea of a partnership has been 
steadily and slowly—almost insidiously—dis- 
placed by what has been aptly called the em- 
ployer-employee relationship, the profession 
being the employee.” It has often been repeated 
that he who pays the bill calls the tune. 

Government health plans are universally con- 
sidered as a matter of dollars and cents alone. 
But what about the quality of care and the 
human element of incentive and initiative under 
a free enterprise system? Some professional 
politicians fail to realize that government health 
plans incorporating principles of the control of 
medical practice can never approach the quality 
of private practice emphasizing the personal 
patient-doctor relationship. 

During the long negotiations that resulted 
between the British government and the profes- 
sion, the position deteriorated to the extent that 
physicians contemplated a mass withdrawal from 
the health service. Only when the government 
set up a Royal Commission to examine the entire 
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question of medical fees were the “strike” plans 
postponed. But after a year of study and nego- 
tiation, nothing constructive has yet come from 
the Royal Commission. 

It has been my impression that the medical 
profession of Britain has dedicated itself to 
rendering the best possible medical service under 
conditions that have been uncontrollable from a 
medical viewpoint. The English physicians that 
I have encountered sincerely hope that the Ameri- 
can medical profession does not fall into the 
same traps that brought about socialized medi- 
cine in England. 

During the last session of Congress preceding 
the election, many different versions of appro- 
priate legislation for the medical care of the 
aging population were tossed into the hopper: 
The Forand bill, the Eisenhower Administration 
bill, the Mills bill. With the multiplicity of bills 
on this subject, it was difficult for the average 
physician to halfway understand the meaning 
behind some of them. 

The AMA and the American Academy of 
General Practice urged rejection of the social 
security approach and approval of the House- 
passed voluntary plan. The AMA publicly stated 
that it enthusiastically endorsed the principle of 
helping those among the aging who need help. 
In the statement, the AMA said, ‘“We are equally 
sincere in our opposition to legislative measures 
that approach the problem on a shotgun basis, 
with the idea of increasing repeatedly the social 
security tax in order to finance health benefits 
for everyone who is covered by the Old Age, 
Survivors and Disability Insurance Program, re 
gardless of the individual’s need.” 

It is a universally recognized fact that such 
an approach to medical problems would be just 
the beginning of compulsory, government-con- 
trolled medical care for every man, woman and 
child in the United States. This has been the 
history of such other types of health care legisla 
tion in foreign countries. 
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Acting as an individual, each physician must present his con- 
clusions at Town Hall meetings, service clubs or on television 
programs. 


The first newspaper that I purchased upon 
returning to this country after my London visit 
was the April 10 copy of the New York Journal 
American. One of the stories published was re- 
lated to an interview with Sen. John F. Kennedy, 
and one of the questions was: ‘“‘Would you sum- 
marize what you think the domestic issues will 
be in the coming campaign?” The answer in 
part was: “There’s a good deal of interest in 
medical care for the aged, the so-called Forand 
bill. I’m strongly in favor of it myself.” 


Physicians Must Take Part in Politics 


In addition to offering such types of socialistic 
programs, Senator Kennedy has also offered some 
extremely practical advice to the country’s phy- 
sicians. He recently said, “Most public opinion 
surveys show doctors to have less interest in po- 
litieal and public affairs than almost any com- 
parable group. They not only fail to participate 
actively in our political leadership, but they are 
also often wholly nonpolitical in their interests 
and ideals.” It is startling to recognize the truth 
in the statement made by a presidential candi- 
date who proposed a socialized medical care pro- 
gram for the aged. 

To emphasize the fact that physicians rarely 
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hold office in our nation’s capital, it is noted that 
in the last Congress, there were only six physicians 
in Congress (one in the Senate, five in the House) 
as compared to 297 lawyers, 72 businessmen and 
financiers, 26 teachers and educators, 22 news- 
papermen and 20 farmers. Six doctors ran for 
a first term in this last election; two were success- 
ful. Since the federal government is becoming 
increasingly interested in medical matters such as 
government employees’ health insurance, medical 
care for the aged, FDA regulations and support 
of research and other programs, we might expect 
that physicians would take a more active role 
in legislative programs. 

With all of the discussions concerning federal 
control of medical care plans, we must not neglect 
to spotlight the tremendous advances that have 
been and are being made in the field of voluntary 
health insurance. Nearly half the people in the 
United States 65 years of age and over had some 
form of health insurance protection at the begin- 
ning of 1960, according to the Health Insurance 
Association of America. An interesting observa- 
tion in the expanding mass enrollment program 
of large groups of aged was the fact that one 
company insured more than 250,000 persons in 
a 12-month period ending in June, 1959. Why do 
some social planners and politicians make every 
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Medical Care 
and Politics 


effort in election years to minimize the advance- 
ment in the voluntary health field? 

The recently enacted medical care of the aging 
bill provides for federal spending of an estimated 
$330 million a year (through the existing federal- 
state public assistance programs) to aid the 
states in furnishing medical hospital care for 
persons not on the old-age assistance rolls but 
unable to finance heavy care costs and to provide 
more federal funds to help strengthen already 
existing federal-state programs of free medical 
care for indigent persons receiving subsistence 
payments. Although the combined votes of 
Democratic and Republican senators defeated the 
amendment that would have tied this program to 
the Social Security Act, after the vote, Senator 
Kennedy asserted that the issue should be taken 
directly to the citizens for a decision. 

Whether or not we as physicians like or dislike 
politics, we must face the fact that we are in the 
middle of the muddle. And what ultimately results 
will depend upon our individual as well as our 
collective efforts. It does little good to pass 
resolutions at conventions or to engage in small 
talk at medical meetings. However, there are 
practical means available whereby our patients 
and the general public can learn the facts about 
the political mechanisms utilized to foist second- 
rate health programs upon those seeking medical 
care. We need not be placed in the position of 
being forced to defend our ideals of medical 


practice. We have only to inform the public 
more clearly and more frequently concerning the 
motivation of our actions toward such socialistic 
measures as the Forand bill. There are no more 
influential citizens as a group than physicians. 
Acting as an individual, each physician must 
present his conclusions at Town Hall meetings, 
service clubs or on television programs. 

I suggest we face this problem of politics and 
medicine in a new light. I propose that each of 
us should know our patients well enough to be 
able to speak for them on matters of legislation 
concerning health needs. Instead of each physi- 
cian speaking as an individual, we should speak 
to our legislators in terms of one who represents 
several hundred voters. Through this approach, 
it should be clear to everyone that doctors are 
not seeking certain legislation for any selfish 
reasons, but rather for the welfare of the people 
voluntarily placing themselves under our care. 
If the politician can face the television camera 
and show that he is just as interested in the medical 
welfare of the patients as the doctor is, then let 
him prove such before the eyes of those who 
elected him to office. 

Such a program, however, can never be con- 
ducted solely from the headquarters office of 
a national organization. It must come by indi- 
vidual responsibility on the part of each of us 
in our community. This places the issue squarely 
before each one. The future rests with you. 
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Improving Relations 
with the Media 
of Mass Communication 


PIERRE FRALEY 


The following article is based on a talk which 
Mr. Fraley made at the State Officers’ 
Conference in Kansas City, September 25. 


THE ONLY SOUND, constructive basis for coopera- 
tion between two groups with divergent ideas is 
mutual understanding and trust. If doctors sin- 
cerely want to improve their relationship with 
the press, and I believe the American Academy 
of General Practice is sincere in its desire to do 
so, then Academy members (and doctors as a 
whole) must have some understanding of the 
problems that confront the reporter when he at- 
tempts to report in the field of medicine and 
science. 


Problems of Medical Reporting 


The first of these problems is inherent in the 
nature and function of a newspaper, at least as it 
is conceived by the reporter. The newspaper is a 
business, and the first aim of any business is to 
prosper. The publisher and editor try to gauge 
the temper of the readers they are trying to hold. 
There are many different approaches. Some pa- 
pers are conservative and cautious, others are 
flamboyant and sensational. Before doctors at- 
tempt to deal with a newspaper, they must know 
ts character and personality because they make 
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If the physician is making a presentation at a medical meet- 
ing, it is helpful to the reporter if the doctor supplies him with 
a full text of the talk. 


up the environment in which the individual re- 
porter has to work. It does no good to tell every 
newspaper to pattern itself after the handful of 
great papers in this country. This does not mean 
that you should not call a paper to account for 
an inaccurate or biased news story, but it does 
mean that if the article is correct and responsible, 
you should not tell the paper that the story 
should have been handled differently or should 
have been suppressed. 

The people who run the newspapers of this 
country do not think that the primary mission of 
the press is to educate. They think their job is to 
inform or, at a different level, to interest the 
reader in what is actually going on in the world 
today. Education is “systematic instruction, 
schooling or training,”’ according to the Oxford 
dictionary. One of the great editors of this coun- 
try once said, ““The invariable law of the news- 
paper is to be interesting. Suppose you tell all of 
the truths of science in a way that bores the 
reader, what is the good? The truths don’t stay 
in the mind and nobody thinks any the better of 
you because you have told him the truth tedi- 
ously. The telling must be vivid and animated.” 
This is the atmosphere in which the science 
writer works, but there are more direct pressures 
on him, too. The greatest of these is the pressure 
of deadline. This is something which doctors 
must understand and accept if they are to get on 
a constructive footing with the newspaper re- 
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Improving Relations 
with the Media 
of Mass Communication 


porter. The deadlines are always in the reporter’s 
mind, and he cannot wait a couple of months, a 
couple of weeks or even a couple of days for his 
story. If he does, perhaps someone else will beat 
him to it, something of which a newspaper takes 
an extremely dim view. So the reporter is work- 
ing against time, and if a doctor wants to help a 
reporter, he must help him work against time, 
too. 
A conscientious reporter feels responsibilities 
in several directions. There is a responsibility to 
the editors who employ him. Does the story con- 
form to the standards of newsworthiness, in- 
terest, clarity or taste demanded by his em- 
ployer? Another responsibility a reporter feels is 
to the doctor whose work he is reporting. Does 
the story reflect accurately the views of the doc- 
tor? Is there fidelity and reliability in the trans- 
lation into the language that the public can 
understand? The reporter also has an obligation 
to his reader. He cannot play tricks on the reader. 
One magazine in this country has established an 
enduring reputation by sticking to the rule: 
“Never overestimate the reader’s knowledge; 
never underestimate the reader’s intelligence.” 
And finally, of course, there is the responsibility 
the writer has to himself, to his own standards 
and credo. These differing responsibilities can 
cause conflict and misunderstanding. The doctor 
whose work is being reported feels a sense of 
responsibility to himself and to his medical col- 
leagues to have it presented the way he thinks is 
correct. The writer, on the other hand, cannot 
merely repeat verbatim everything that the doc- 
tor has told him. There are limitations of space 
and standards of style that must be adhered to. 
The science writer’s job is to fashion something 
new out of the material, an artistic creation in a 
way. This involves focusing on certain facts and 
leaving out others, because there is simply not 
enough space to put in every last detail. This 
process of abstracting or distilling may change 
the original relationships between the parts. The 
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emphasis may be shifted or some of the techni- 
calities omitted. The writer may even draw some 
conclusions or imply something that the doctor 
may either be reluctant for the public to hear or 
that he may never have thought of himself. 


Reporting Controversies 


Another area that can be a bone of contention 
between the science writer and the physician is 
the matter of reporting controversies, particu- 
larly medical controversies. The newspaper, of 
course, thrives on controversies. The doctor, on 
the other hand, may be annoyed and perhaps 
even inconvenienced or harried if the public 
learns of the controversy. What responsibility 
does the science writer feel in the reporting of 
medical controversies? He must be satisfied, first 
of all, that the views he is going to report are 
those of a reputable doctor who has standing 
among his colleagues. He also must be certain 
that the new work which he is going to report is 
not in conflict with already existing known facts. 
Once he has done these two things, once he has 
been convinced that the new development is 
possible, regardless of how improbable it seems, 
and that the man who is making the statement is 
of apparent integrity, then he feels an obligation 
to carry the story. If some other physicians ex- 
press opposing ideas or have work which would 
tend to contradict the first report, then the sci- 
ence writer believes he has a responsibility to 
report these, too. However, he does not have 
enough time, nor is it the function of the news- 
paper, to attempt to arbitrate between two sides 
and settle a dispute in the columns of the paper. 
In fact, some of the disputes may not be settled 
for many years, but this does not mean that the 
newspaper must stand idly by and not carry any 
stories about the controversy. To ask a news 
paper reporter to withhold a story (especially 
when it is true and important) smacks to him o 
suppression of news. The answer to anyone who 
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wants to withhold legitimate news from the paper 
is that if suppression became the rule, rather 
than the exception, newspapers might as well go 
out of business. A good foreign correspondent 
once expressed the idea in this way: “The indi- 
vidual interest may be injured by publication of 
certain facts, but that is nothing to the injury it 
would suffer if all the news that injured some- 
body’s interest were suppressed. The facts that 
each is interested in getting in his newspaper are 
infinitely greater than those he is interested in 
preventing others from getting there. The gen- 
eral interest demands that the facts on every- 
thing be at the disposition of everyone.” 

The newspaper reporter believes that medical 
news is like any other news and should not be 
treated any differently. Every piece of writing is 
addressed to a particular audience or group of 
readers. Newspaper writing is aimed at a large 
cross-section of the public, not to any one par- 
ticular group. The physician, on the other hand, 
by long training and experience, is used to deal- 
ing with one patient at a time. In his own writ- 
ings for medical journals, the doctor is addressing 
alimited audience with interests and background 
similar to his own. As a result, the doctor is apt 
tomake an assumption about newspaper report- 
ing that is entirely alien to the science writer. 

The newspaper reporter is constantly aware of 
the fact that he cannot control the reaction of the 
reader as the doctor attempts to control the 
therapeutic results which flow out of his relation- 
ship with the patient. The doctor is dealing with 
one person; the newspaper is dealing with many. 

The science writer may feel slightly baffled 
when a reader misinterprets his story, but he is 
satisfied if the majority get the point. He sees no 
logic in withholding a story because a handful of 
his 250,000 readers may draw erroneous con- 
clusions. There is a saying that there are no dull 
subjects, only dull writers. There may be dull 
readers, too. There is very little hope of making 
them any smarter by withholding the facts. The 
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If there is a real error in a story, make sure the editor knows 
about it, but double check your facts first. Don’t become a 
common scold who telephones at the drop of a hat to carp and 
complain without cause. 


remedy for ignorance is more information, not 
less. 

Many physicians have experienced a curious 
sensation when they see something they have 
said in the cold, hard light of print. The words 
have a naked look. This surprises and distresses 
them. The answer, of course, is to consider very 
carefully what you really mean to say before you 
say it to a reporter. 

Doctors are apt to feel that many news stories 
engender false hopes in the patient or the family 
of a patient suffering from a particular disease. 
Therefore, they look askance at any story which 
may stimulate hope that may later turn out to be 
false. Reporters, on the other hand, look at this 
situation differently. Stephen M. Spencer, medi- 
cal editor of the Saturday Evening Post, says, 
“Those who are ill need all the hope and en- 
couragement they can find, and they find a great 
deal in the good news of medical accomplish- 
ments. The disease which a patient is suffering 
may be incurable today, but his faith in medical 
science may help sustain him until the arrival of 
tomorrow’s successful treatment.” 


What Physicians Can Do 


With an understanding of this divergence of 
views between the reporter and the physician, 
there are certain things which the physician can 
do to help improve the relationship between the 
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Improving Relations 
with the Media 
of Mass Communication 


two professions. One is to understand that medi- 
cal news is going to continue to be carried in the 
newspapers, and there are indications that the 
readers want more, not less, medical news. In 
1957, the National Association of Science Writers 
sponsored a public opinion poll to determine 
where the public stood on the matter of scientific 
and medical news. The study was conducted by 
the Survey Research Center at the University of 
Michigan. Thirty-seven per cent of all persons 
who responded in the scientific sampling said 
they read all newspaper items dealing with medi- 
cal news. This compares with only 28 per cent 
who said they read all nonmedical science news. 
Even more, 42 per cent of all who responded said 
they wanted more medical news printed in the 
newspapers. So the public wants and will get 
more medical news. In order to assure that this 
medical news is trustworthy and accurate, the 
science writer will have to rely strongly on the 
doctors themselves. He needs the assistance of 
doctors to do a responsible job. If reputable 
physicians refuse to cooperate and help the re- 
porter, it will not mean that less medical news 
will be carried. It will mean that the papers 
will turn to less authoritative sources (perhaps 
even to the publicity seekers who hang on the 
fringes of medicine) for their news. The press does 
not want this to happen any more than the medi- 
cal profession does. 

The most helpful thing that a doctor can do is 
to take time to make sure that the reporter fully 
understands the details and implications of the 
work he is reporting. It always seems tragic to 
me when a doctor refuses to talk to a reporter. A 
doctor who is too busy to talk ‘to a reporter or 
whose secretary refuses to bother the doctor can 
have no legitimate complaint about press cover- 
age of medicine. Time is important to a doctor 
and valuable, and he may be reluctant to give 
enough time to the reporter to make certain that 
all the facts are straight. The reporter may need 
a good deal of time to extract from the doctor 
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them with a background against which to check 


what he thinks is newsworthy from the doctor's 
presentation, just as a doctor may have to spenda 
good deal of time extracting the critical informa- 
tion from a patient when he is taking a history. 

If the physician is making a presentation at a 
medical meeting, it is helpful to the reporter if 
the doctor is able to supply him with a full text 
of his talk. This makes it easier for him to study 
the material and to get an exact quote. From the 
doctor’s point of view, it is an additional safe- 
guard because he has put the reporter on the spot 
by handing him the text. Some doctors shy away 
from handing a copy of their talk to a reporter. 
They are afraid that their colleagues may accuse 
them of seeking publicity. To counteract this, 
they sometimes ask the reporter not to use their 
names, and this creates a difficult situation for 
the reporter. He wants to carry the name be- 
cause it is an integral part of the story and be- 
cause it tends to fix responsibility for the state- 
ment. The danger inherent in encouraging the 
practice of quoting without attribution is obvi- 
ous. 

Some doctors in a community—and they could 
be the local officers of the American Academy of 
General Practice—should establish a continuing 
liaison with the local science writers. They should 
have them out to lunch occasionally or invite 
them to the hospital or laboratory where they 
are working, introduce them to other doctors and 
help the reporters keep abreast of the latest in- 
formation, if for no other reason than to supply 


and evaluate any new development as it comes 
along. This is most advantageous if it is done 
before the reporter is faced with the deadline for 
the story, rather than after. 

The Cleveland Academy of Medicine has 
worked out a system for formalizing this kind of 
relationship with the press. Dr. Charles L. Hud- 
son, when he was president of the organizatio}, 
made this comment on the meetings that are held 
between science writers and doctors under the 
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auspices of the academy: “Collaboration be- 
tween local representatives of the press and of 
the medical profession is known to be workable 
and effective. It has been verified by personal 
experience and personal communications that 
productive cooperation takes place without fear 
of reversal by higher authority. 

“The mechanism for establishing good rela- 
tions between physicians and the press is quite 
simple. It is to provide the opportunity to meet 
and talk, to promote the understanding of each 
other’s problems, to generate respect each for the 
other and to recognize the rights as individuals of 
writers, of doctors and of the public.” 

Dr. Hudson went on to say, “It may be antici- 
pated that the science writer in these meetings 
will define himself first of all as a newsgatherer 
and that he will resent any interference with his 
occupation, particularly if it be limited by a 
written document which spells out restriction in 
detail. He will want access to all news and will 
avow that if thwarted, he will get it anyway, 
correct or incorrect. He will consider it obvious 
that when he gets the news he expects to print it 
or, having the news, he will want it appreciated 
that he has ethical standards just as does the 
doctor and that he can be trusted to use the news 
judiciously. From this, it would seem that the 
appeal to the newsman would be to his ethics. 
Prohibition should be minimized in the anticipa- 
tion that constructive criticism and praise would 
ultimately achieve a standard of reporting that 
would be a credit to both the newsman and the 
scientist.”’ 

The newspapers want the reporters to report 
science responsibly. For the most part, they do 
hot carry erroneous or misleading stories inten- 
tionally or willfully. If the newspaper carries a 
fine story in the field of medicine, doctors should 
commend the editor and the writer. This will 
‘neourage both of them to continue the good 
work. If there is a real error in the story, the 
editor particularly is interested in knowing about 
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it because he wants his paper to carry accurate 
stories, and he may be unaware of the error. Do 
not assume that he is aware of it and is satisfied 
with it. However, before you bring a newspaper 
to task, double check your facts. Be sure you are 
correcting a matter of fact and not interposing a 
personal opinion. You don’t want to get the 
reputation at the newspaper of being a common 
scold who picks up the telephone at the drop of a 
hat to carp and complain without a cause. Offer 
to help the newspaper in any future stories, but 
if you make such an offer, be sure you are able 
and willing to live up to the obligation this im- 
poses on you. 

Although I have used the newspaper reporter 
and the press as examples, the same thoughts 
apply to radio, television and magazines. The 
same principles of newsgathering apply to each 
and what is true for the science reporter and edi- 
tor is also true for the TV commentator or the 
program director of the radio station. 

Frank Luther Mott, dean of American pro- 
fessors of journalism, wrote a book for the gen- 
eral public titled The News of America. Thinking 
in terms of the reader, Professor Mott said: 
“‘What can the people do about their news sys- 
tem? Well, to make a beginning, write letters to 
newspaper editors, ask for more full texts of im- 
portant speeches and documents, for more news 
behind the news, for more analyses by qualified 
experts of the social economic conditions in spe- 
cial fields, complain of slanted presentations by 
specific by-liners. Do not despise this kind of 
direct action. It is your newspaper, your radio 
station, and the editors know it. You would be 
surprised to know how sensitive editors actually 
are to such comments from readers and hearers.”’ 

Above all, don’t be afraid of the greatly in- 
creased number of medical stories carried in all 
mass media communications. Welcome them. 
The AMA made a study recently which showed 
that during 1955, there were 320 articles dealing 
with medicine and the medical profession in 
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Improving Relations 
with the Media 


of Mass Communication 


magazines with a circulation in excess of 1 mil- 
lion readers. The AMA’s analysis showed that 
only ten of these stories could be classified as 
bad or harmful. This means that 97 per cent 
of the articles appearing in the big magazines 


of that year were good for medicine and the 
profession. With the help and encouragement 
of groups such as the American Academy of 
General Practice, this extremely high average 
can be made even higher. 


Infant 
Mortality Rate 
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AS REPORTED by the Metropolitan Life Insurance Company, the infant mortality 
rate under age one decreased sharply between the years 1945-1946 and 1955-1956. 
This decrease can be attributed to the record-high level of babies born in the United 
States and a halt in the previous downward trend in infant mortality. 

All states recorded a reduction in their infant mortality rate in that decade, and 
this decrease was 25 per cent or more in the District of Columbia and 31 states. The 
largest decrease was in New Mexico, where the rate fell from 89.5 to 39.5 per 1,000 
live births, a decrease of 56 per cent. In 1945-1946, one-third of the states fell in the 
category of 40 deaths per 1,000 births; none had such a high percentage a decade later. 

Although variation in the infant mortality rate among states has been cut down, 
there is still a difference between those at the top and those at the bottom. While 
Utah, Iowa, Minnesota and Connecticut had rates of 21.8 and less per 1,000 live births, 
New Mexico, Mississippi, Arizona and South Carolina had rates almost twice that. 

There is also an ever widening difference in the rates of infant mortality between 
the nonwhite and the white populations: 42.5 deaths per 1,000 live births in the non- 
white population, as opposed to 23.4 for white babies in 1956. This represented an 
increase of 20 per cent in the disparity between the two groups during the decade. 

All previous causes of infant mortality—gastrointestinal diseases, whooping cough, 
measles, searlet fever and diphtheria—have been vastly reduced as threats of death. 
Postnatal asphyxia is the only childhood disease which did not decline in its mor- 
tality rate for infants under one year. This is probably due to the fact that physicians 
are able to determine causes of death more accurately and can now attribute more 
deaths to postnatal asphyxia than to other pathologic conditions. 

The mortality rate for babies under one month has not improved so greatly as for 
those up to one year old. The death rate for infants over one month was reduced by 
40 per cent between 1946 and 1956, whereas it was reduced only 20 per cent for 
babies under one month. Nearly two-fifths of these deaths occur in the first day of 
life. One reason for this is that a number of infants who in the past would have died 
during fetal life are now born alive, only to die soon after birth. 

Although there was a rapid decline in the infant mortality rate in the decade be 
tween 1946 and 1956 (an all-time low of 26.1 per 1,000 live births in 1956), an ap 
preciable increase over the past ten years was noted in 1957 and 1958 (26.4 per 1,000 
and 26.9 per 1,000, respectively). The widespread prevalence of influenza in those 
years undoubtedly influenced the increase, but the fact that there was a gain in 1958 
over 1957 shows that other factors are probably involved also. 
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Manual of Skin Diseases. 

By Gordon C. Sawer, M.D. Pp. 269. Price, $9.75. J. B. 

Lippincott Company, Philadelphia, 1959. 
BECAUSE DIAGNOSIS of skin disorders is frequently 
puzzling, the general physician needs a dermatology 
textbook for reference. After he obtains a book, he 
then finds it confusing to locate information on an 
unknown disorder or a suspected disease. Often he 
simply turns pages, hoping to recognize a familiar 
sign or figure. This manual, with its topographic 
charts and outlines, makes the search easier. The se- 
lection of pictorial material is excellent for reference 
use and even for undergraduate teaching. Some of 
the color plates show the usual difficulties with color 
photography in American medical literature. A few 
are excellent. The formulary is also of practical value. 

—LEON GOLDMAN, M.D. 


Significant Trends in Medical Research. 

Ciba Foundation Symposium. Edited by G. E. W. Wolsten- 

holme, M.D. and Cecilia M. O’Connor. Pp. 356. Price, 

$9.50. Little, Brown & Company, Boston, 1959. 

A WIDE VARIETY of topics is covered in this volume. 
The first article, on molecular structure in relation 
to biology and medicine, is by Linus Pauling. He 
records the progress made in the chemical study of 
abnormal hemoglobins and predicts that by 1967 the 
first complete structure of a protein molecule will 
have been determined. He believes that “25 years 
from now we shall probably know the complete 
structures of 100 protein molecules and a few nucleic 
acid molecules. When this time comes, medicine will 
have made a significant start on its transformation 
from macroscopic and cellular medicine to molecular 
medicine.” The discussers of this paper, however, are 
hot quite so optimistic. 

Then follows a review of advances in neurophysi- 
ology by Alexander von Muralt; an article on the 
nature and mechanism of hormone action by Frank 
G. Young; a discussion of metabolic problems and 
the pancreas by Charles H. Best; reports on research 
mn chronic pulmonary disease by D.W. Richards and 
on clinical nutrition research by J.F. Brock, and a 
consideration of the quantitative approach to disease 
by George Pickering. The symposium ends with a 
paper by James Shannon, of the National Institutes 
of Health, Bethesda, Md. , 
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Dr. Shannon’s paper deals with financial support 
for research in the United States. It points out that 
medical research in the 1920’s was largely supported 
by a few great foundations and by a number of in- 
dividuals with sizable fortunes. During the depres- 
sion these funds were markedly diminished and re- 
search suffered. Since the end of World War II an 
increasing amount of government tax money has 
been appropriated for research. Now, more than 50 
per cent of support for medical research is derived 
from federal tax dollars, about 30 per cent from in- 
dustry and the remaining 20 per cent from phil- 
anthropy, endowment, state governments and other 
nonfederal sources. The latter 20 per cent includes all 
research grants from national health organizations 
such as American Heart Association, American Can- 
cer Society, National Foundation, etc. 

Almost half of all our medical school research is 
now financed by National Institutes of Health 
grants, so that today medical schools are partially, 
and in some cases almost totally, dependent on gov- 
ernment funds for maintenance of their research. 

“Without such funds,” Dr. Shannon points out, 
“not only would the present dimensions of university 
research be substantially diminished, but in some 
instances the very existence of the entire institution 
would be threatened.” 

It is strange that neither Dr. Shannon nor any of 
the other discussers seems concerned about the situa- 
tion. No one seems to worry about the possibility 
that in the future our medical schools may become so 
dependent on federal funds that the government may 
take them over and operate them from a central 
agency in Washington. 

—ARTHUR C. DEGRAFF, M.D. 


Diseases of the Nervous System in Infancy, Childhood and 
Adolescence. 
4th ed. By Frank R. Ford, M.p. Pp. 1,548. Price, $29.50. 
Charles C Thomas, Springfield, Ill., 1960. 
ONE HAS only to scan the table of contents of this 
book to realize the extent of its coverage. Its vast 
scope can be fully appreciated in its clinical classifi- 
cations and concise descriptions. What first appears 
to be a dull catalogue of disorders turns out to be a 
fascinating study of nervous system disease patterns. 
The text explores every facet of the neurologic com- 
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ponents of diseases, degenerative processes and de- 
velopmental anomalies. 

The book is primarily useful to the pediatric neu- 

rologist. However, it can also serve as a ready refer- 

Sle e Crs ence work for general practitioners. The text is well 

documented with case histories. The printing is ex- 


cellent and contributes to the book’s extreme read- 


ability. —A. E. M.D. 

= Russian investigators have found that 
a treatment with artificial sleep can rejuvenate end ed. By J. A. Butterworth, M.D., M. R. Chassin, 
e animals. One dog, ‘‘naturally’’ senile, was M.D., Robert McGrath, M.D. and E. H. Reppert, M.p. Pp. 
A restored to vigor through sleep ; rats and 102. Price, $6.25. Grune & Stratton, Inc., New York, 1960. 
monkeys made prematurely senile through THE AUTHORS have set out to produce a teaching aid 
exhaustion of the cortical cells were also that is “practical and short.” They have succeeded. 
rejuvenated by sleep. Insofar as it is possible to teach auscultation without 
the use of heart sounds, this book is an excellent 
i. = A new electronic device has been invented to presentation of principles and a limited number of 
a simulate the sound of falling rain. This is the specifics. It is undoubtedly a very effective supple 
e most hypnotie of all sounds—according to ment to a course that includes a practical exercise 


with auscultation in patients. 

Illustrations are numerous and well selected. In 
the main, they are recordings of phonocardiograms 
(“stethograms”) and simultaneous electrocardio- 
grams, pressure curves and/or carotid pulse graphs. 

Short introductory chapters on physical and 
physiologic principles are included. Documentation 
is not extensive. This is in keeping with the authors’ 
stated purpose of avoiding controversial points and 
maintaining brevity. 


the manufacturer. 


® ‘‘Sleeping at Church ; or How to Avoid It’’ 
was a matter of comment in The Boston Patriot 
in 1813. ‘‘.. . notwithstanding the previous 
determination to be attentive ... sleep with all 

its alluring and irresistible enticements will 
occasionally overtake and as certainly over- 
power. ...’’ The remedy: ‘‘... use of that 


This little book will be useful to physicians who 

ines P . need a review of this important subject. It can cer- 

tainly be rec ded also to medical students and 
Whenever sleep is the immediate need, prescribe d staff. C. Rose, M.D. 


4 Lotusate®. This somnifacient brings sleep in 
: from fifteen to thirty minutes—sleep that lasts Clinical Endocrinology, I. 
for six to eight hours. Patients awaken refreshed, Edited by E. B. Astwood, M.p. Pp. 724. Price, $18.%. 
; without lethargy. Lotusate looks different in Grune & Stratton, Inc., New York, 1960. 
é size, shape and color. Its slender purple Caplets® MANY CONTRIBUTORS have made Clinical Endoertn- 
: will be a welcome change to the patient. ology an outstanding text on certain aspects of clit- 
ical and experimental endocrinology. Some of the 
Lotusate, intermediate-acting concepts are excellently presented and most of the 
barbiturate, available in " ‘ red. Be 
Ca : recent advances in endocrinology are covered. 
plets of 120 mg. (2 grains) e 
for insomnia. cause of the subject’s complexity, much of the wo 
Lotusate (brand of talbuta! [5-allyl- is of limited use to the general practitioner. 
5-sec.-butylbarbituric acid] ) and LABORATORIES As in any compilation with a number of authors, 
Caplets, trademarks reg. U. S. Pat. Off. New York 18, N. Y. there tends to be little sequential discussion of sub- 
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jects. The chapters on pharmacology and physiology 
are extremely interesting but will not help the gen- 
eral practitioner solve some of the puzzling clinical 
problems in day-to-day practice. For example, 
studies on urinary aldosterone and pregnanediol, 
while contributed by the most competent men in the 
field, offer almost no comfort in terms of clinical 
medicine. The procedures outlined are far beyond 
the realm of the general laboratory. Here the family 
physician will be wiser to learn the clinical subtle- 
ties that point to the diagnosis rather than to depend 
on the complicated clinical assay. 

Some of the discussions of classic syndromes report 
little advancement in management of the diseases. 
For instance, the article on acromegaly, by Dr. 
Perry McCullough, offers only the standard proce- 
dures of the past decade. 

This book cannot be classified as a necessary addi- 
tion to the general practitioner’s library. However, it 
certainly answers some questions about these esoteric 
diseases, which are of necessity treated by the 
specialist. — HERBERT S. KUPPERMAN, M.D. 


Biopsy Manual. 

By James D. Hardy, M.p., James C. Griffin, Jr., M.D. and 

Jorge A. Rodriguez, M.D. Pp. 150. Price, $6.50. W. B. 

Saunders Company, Philadelphia, 1959. 

Biopsy Manual provides much sound day-by-day 
surgical advice, obviously drawn from the authors’ 
substantial background of experience. 

A refreshing note is the authors’ plea that an ade- 
quate summary of pertinent clinical data be given to 
the pathologist with each specimen. Also emphasized 
is the importance of the pathologist’s consultative 
role, a part that can be handled well when this addi- 
tional information has been sent to him. 

The book’s typography is satisfactory and the il- 
lustrations are acceptable. In general, the proofread- 
ing has been careful. However, this over-all impres- 
sion is marred by the transposition of several sen- 
tences in the penultimate paragraph of the last page. 

On the adverse side, I believe that the mastectomy 
scar depicted on page 68 is unfavorably located for 
the least interference with upper arm function. Also 
the text suggests that the finding of metastatic car- 
cinoma of the prostate is a sound basis for “sparing’”’ 
4 patient an operation for correction of an abdom- 
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To the pious Thai people, ponds of lotus in the King’s 
Park near Bangkok suggest heaven. The symbolic 
lotus is sacred and powerful to them. Lotusate, name 
inspired by the lotus flower, gives earthly restorative 
sleep to patients who need it. 


Lotusate, intermediate-acting barbiturate, developed 
by Winthrop Laboratories after thorough research and 
clinical trial, stops insomnia and brings needed sleep — 
without lethargy. It induces sleep in from fifteen to 
thirty minutes — sleep that lasts a natural span of six 
to eight hours. Its different appearance, slender purple 
Caplets®, will be a welcome change to the patient. 


Whenever sleep is needed — for hospital patients, 

elderly patients, travelers, or driving, energetic 

business or professional men, prescribe Lotusate. 
Brings sleep— without lethargy 


Lotusate available in purple Caplets » 
of 120 mg. (2 grains) for insomnia. 


Lotusate (brand of talbutal [5-allyl- 
5-sec.-butylbarbituric acid] ) and 
Caplets, trademarks reg. U. S. Pat. Off. 


LABORATORIES 
New York 18, N. Y. 
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Ready in February—Today’s Best Treatments! 
1961 Current Therapy 


Here are the surest, most effective treat- 
ments known to medical science today 
for every disease you are likely to en- 
counter. New and important changes 
in treatment for hundreds of diseases 
are detailed—diseases you may well be 
called on to treat within the year. Each 
is written specifically for 1961 Current 
Therapy by an authority who is using 
it today. 


CURRENT THERA 


This volume represents an extensive 
revision. Over 80% of the articles are 
changed in a significant manner. New 
subjects include: cardiac arrest; the 
chronic leukemias; pseudomembranous en- 
terocolitis; varicosities in pregnancy; and 
poison control centers in the U. S. and 
Canada. 


Among the 248 completely rewritten 
articles are: The Common Cold—Diph. 
theria—Food Poisoning—lIntestinal 
Parasitism—Meningitis—Mumps— 
Poliomyelitis—Rheumatic Fever— 
Tetanus—Congestive Heart Failure— 
Hypertension—Acute Myocardial In- 
farction—Regional Enteritis—Paren- 
teral Fluid Therapy in Children—Tu. 
mors of the Stomach—Diabetes Melli- 
tus in Adults—Injuries of the Genito. 
urinary Tract—Food Allergy in Chil- 
dren—Eczema in Infants and Children 
—Diseases of the Nails—Occupational 
Dermatoses—Cerebral Vascular Acci- 
dents—Neurosis—Tumors of the Brain 
—Subacromial Bursitis—Bleeding in 
Late Pregnancy and Early Puerperium. 


yoo! 4 


By 314 American Authorities selected by the following Board of Consulting Editors: Drs. GEORGE E. BurcH, M. EDwarD Davis, VINCENT J. 
Derses, GARFIELD G. DUNCAN, HUGH J. JEwETT, CLARENCE S. LiviNGOOD, PERRIN H. LonG, H. HousToN MERRITT, WALTER L. PALMER, 
Hosart A. REIMANN, RALPH WAYNE RUNDLES, and ROBERT H. WILLIAMS. Edited by HowarD F. CONN, M.D. About 842 pages, 84"x11”. $12.50. 


New—Ready in February! 


Beckman’s Pharmacology 
New(2nd) Edition!— Nature, Action and Use of Drugs 


The physician in practice who wants completely up-to- 
date coverage of drug therapy will find this New (2nd) 
Edition tailor-made to his needs. It represents a thor- 
ough, sweeping revision of a popular textbook. 


Dr. Beckman has retained his unusually practical for- 
mat. He uniquely classifies drugs by their action, rather 
than by the type of disease against which they are 
effective. The text progresses according to logical 
physiologic units. You'll find discussions of drugs that 
stimulate or depress Muscle—drugs relating to the 
Blood, such as those that combat hemorrhage—drugs 


ORDER TODAY! 


affecting the Central Nervous System—drugs affecting 
Vision—etc. 
This revision is based on suggestions from authorities 
the world over. Almost every page evidences significant 
changes and additions to keep pace with the ever ex- 
panding field of pharmacology. The author incorporates 
the very latest advances on pharmacology of such agents 
as the tranquilizers, the antibiotics, the chlorothiazide ana- 
logues, other diuretics, the anesthetics and analgesics. 
General Hospital and Columbia Hospital; Editor, Year 


ty 
Book of pas Therapy. About 7 7°x10", with about 150 illustrations. 
About $16. few (2nd) Edition—Ready in February! 


W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 


Please send me the following books and charge my account: 


(] 1961 Current Therapy 
Beckman's Pharmacology 
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inal aortic aneurysm. However, I think many sur- 
geons would agree that the attrition rate from an 
abdominal aortic aneurysm after it has been diag- 
nosed is higher than for carcinoma of the prostate 
under the circumstances described. 

There are other topics in the book about which 
reasonable differences of opinion could be submitted. 
Nevertheless, this is a readable and useful manual 
on biopsy. — RICHARD L. VARCO, M.D. 


Electrocardiography. 

2nd ed. By E. Grey Dimond, M.D. Pp. 172. Price, $4.85. 

Fine Arts Lithographing Company, Inc., Kansas City, 

Mo., 1959. 

Dr. DIMOND has prepared this fine, concise volume 
primarily for general practitioners and medical 
students beginning the study of electrocardiography. 
There are three sections: “‘Basic Principles,’’ “‘Inter- 
pretation” and, finally, the “Glossary.”” Numerous 
examples of normal and abnormal electrocardio- 
graphic findings are given, with excellent interpreta- 
tions by the author. I am impressed with the sim- 
plicity of his explanations of the material. 

The entire volume is hand-lettered and is ex- 
tremely easy to read. I recommend this book for the 
beginner in electrocardiography before he goes on to 
more elaborate texts on the subject. 

—I. PHILLIPS FROHMAN, M.D. 


Doctor in Bolivia. 

By H. Eric Mautner, M.v. Pp. 331. Price, $5.95. Chilton 

Company, Philadelphia, 1960. 
Dr. MARTIN FISCHER—graduate of an Austrian 
medical school and three years of hospital training 
and survivor of a Nazi concentration camp—left 
Paris for Bolivia in 1940. As a foreigner he was 
not allowed to practice medicine in La Paz, except 
a8 a servant of the government, so he signed up for 
two years’ work as a health official in the provinces. 

His province was east of the Cordilleras on the 
edge of the pampas. For six months of the year a 
Plane fiew in occasionally, bringing mail and sup- 
Plies. One of these flights brought Dr. Fischer and his 
equipment to Santa Morena, where his first patient 
was an elderly man, waiting on a cowhide for the 
Plane. The man was surrounded by relatives, who 
asked Dr. Fischer what he would charge to cure the 
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patient. He would give no figure. Then, in spite of the 
doctor’s pleas that the high altitude of La Paz would 
kill the pneumonia sufferer, the old man was loaded 
onto the plane and subsequently died. 

In this way, Dr. Fischer’s life in the province was 
started under a cloud. Everyone was told that be- 
cause of the doctor’s high fee the poor man had to go 
to La Paz and die. The next two patients were the 
son and the nephew of his patron, Don Socrates, who 
had an advanced form of secondary syphilis. They 
were living in what was to be the doctor’s house when 
he arrived. 

Both Santa Morena and Rojas, the capital of the 
province, were similar to the frontier towns in this 
country 100 years ago—collections of one- to three- 
room buildings with earthen floors and few sanitary 
conveniences. Outhouses in the fields swarmed with 
flies. Food wastes were thrown on the streets to be 
eaten by dogs and pigs. Community cups and eating 
bowls abounded. 

Dr. Fischer decided the people did not want a 
“gringo” doctor to change their ways so he did not 
try. Water came from a pond on the edge of the 
village; through the pond ran the road used by oxen 
and horsemen. The natives believed the water had 
been purified by flowing through reeds. After a short 
time of trying to filter it, Dr. Fischer drank the water 
as the villagers did, fresh from the pond. As a health 
officer of the province he apparently did little or 
nothing to raise the sanitation level, other than 
battling mightily with syphilis, worms and anemia. 

The curandero, or medicine man, was considered 
by the natives as the real doctor of the province and 
Dr. Fischer had difficulty getting them as patients 
until he and the curandero collaborated on an ap- 
pendectomy on the beloved priest. 

To solve his personal problems of loneliness and 
inner conflict, the doctor became a nightly ‘‘mos- 
quiteer,” flitting under the mosquito nets of senoritas 
in the family bedroom when given the word that 
their fathers were out of town, as did the other young 


men. 

The dust jacket review gives a wrong impression 
of the book: “The amazing story of a young doctor’s 
experiences in bringing modern medicine to a primi- 
tive people.” The people were no more primitive than 
any frontier people (other than the Indians, who 
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no cures in the first 
ten million “tries” 


only consistent, sustained relief of cold symptoms 


In 9 years Novahistine formulas haven't cured a single cold but, according 
to National Prescription Audits, they have been prescribed for relief of 
symptoms in over 10,000,000 patients. 

Novahistine LP, for instance, brings prompt, continuous cold symptom 
relief for 8 to 12 hours. Two Novahistine LP tablets in the morning and two 
in the evening will control the average patient's cold discomforts. Each 
tablet contains 25 mg. phenylephrine hydrochloride and 4 mg. chlorpro- 
phenpyridamine maleate. 
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Practitioner’s Bookshelf 


were quite accustomed to life in the little province 
towns). The “modern” medicine consisted mainly of 
injections of arsphenamine, nikethamide and penta- 
methylentetrazol. 

When Dr. Fischer ended his two years in the prov- 
ince, he returned to La Paz with the firm intention 
of going to New York. 

The descriptions of the country and the doctor’s 
adventures among the people are most interesting 
and the book is indeed well written. 

—ARTHUR C. DEGRAFF, M.D. 


Pediatric Dermatology. 
By Henry H. Perlman, M.D. Pp. 476. Price, $18. The Year 
Book Publishers, Inc., Chicago, 1960. 

THE BEST DERMATOLOGISTS (other than dermatolo- 

gists themselves) are pediatricians. Their skill is due 

to their interest, their practice and, often, their 

training. This new book by Perlman is, as he says, a 

necessary addition to the training and reference ma- 

terial of the pediatrician and the general practitioner. 

The author follows the Philadelphia school of 
dermatology, as originally outlined by Stokes, which 
employs visual presentation as an aid in clinical 
phases. The excellent photographs, line drawings and 
tables in this book are practical teaching tools. 
Poor color plates are not included, for color illus- 
trations in dermatology texts are no good unless 
they are very good. 

An important part of the book is its section on 
principles of dermatologic therapeutic information 
with an extensive formulary. It is of great interest 
and value to those in practice. 

To cite specific points, it is fortunate that the use 
of griseofulvin in therapy of superficial mycoses is 
outlined and also that the Stevens-Johnson syndrome 
is mentioned in the section on erythema multiforme. 

A note about the incidence of pemphigus in chil- 
dren with Brazilian pemphigus should be included in 
the revised edition, since this is a characteristic fea- 
ture of the disorder. Moreover, it is not true that 
caterpillars which irritate the skin are found only in 
the New England states. Fire ants should be listed as 
among the insects which may cause severe reactions 
in children. But these are minor objections. Pediat- 
ne Dermatology is an excellent book. 

—LEON GOLDMAN, M.D. 


GP 
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Also Received 


ALTHOUGH GP endeavors to publish as many reviews 
of books as possible, space will not permit the review 
of all books received from publishers. 


Baby Name Finder. 
By J. E. Schmidt, M.p. Pp. 390. Price, $10.50. Charles C 
Thomas, Springfield, Ill., 1960. 


Electrohysterography. 
By Saul David Larks, PH.D. Pp. 128. Price, $5.75. Charles 
C Thomas, Springfield, Ill., 1960. 


Help-Bringers: Versatile Physicians of New Jersey. 
By Fred B. Rogers, M.D. Pp. 125. Price, $2.95. Vantage 
Press, Inc., New York, 1960. 


The Interns. 
By Richard Frede. Pp. 375. Price, $4.95. Random House, 
New York, 1960. 


The Operators. 
By Frank Gibney. Pp. 284. Price, $3.95. Harper & 
Brothers, New York, 1960. 


Principles of Public Health Administration. 
8rd ed. By John J. Hanlon, m.p. Pp. 714. Price, $10.50. 
C. V. Mosby Company, St. Louis, 1960. 


I Prescribe Laughter. 
By Thomas Richard Rees, M.D. Pp. 111. Price, $2.75. 
Vantage Press, Inc., New York, 1960. 


The Lifespan of Animals. 
Vol. 5, Ciba Foundation Colloquia on Aging. Edited by 
G.E.W. Wolstenholme, M.B. and Maeve O’Connor. Pp. 
368. Price, $9.50. Little, Brown and Company, Boston, 1959. 


Medical Physics. 
Vol. 3. Edited by Otto Glasser, PH.D. Pp. 754. Price, $25. 
The Year Book Publishers, Inc., Chicago, 1960. 


Osteochondritis Dissecans. 
By I. S. Smillie, cu.m. Pp. 224. Price, $12.50. Williams & 
Wilkins Company, Baltimore, 1960. 


Radiologic Records. 
By Sister Christina Spirko. Pp. 304. Price, $8.50. Charles 
C Thomas, Springfield, Ill., 1960. 


Second Conference on Medical Mycology. 
Edited by Franklin N. Furness. Pp. 282. Price $3.50. 
The New York Academy of Sciences, New York, 1960. 


Stress and Psychiatric Disorder. 
Edited by J. M. Tanner, M.D., Pp. 151. Price, $5.75. 
Charles C Thomas, Springfield, Ill., 1960. 


What Is Your Problem, Mother? 
By Clair Isbister, M.B., Pp. 210. Price, $3.75. Charles C 
Thomas, Springfield, Ill., 1960. 
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tablet @to simplify treatment 


of the hypertensive complex 


CENTRAL ACTION OF SER-AP-ES: RENAL ACTION OF SER-AP-ES: 
Ser-Ap-Es acts centrally to inhibitor | Ser-Ap-Es increases renal blood flow, 
block the outflow of sympathetic _ thereby halting or reversing the is- 
vasopressor substances. In addition, | chemic process in advancing hyper- 


Ser-Ap-Es improves cerebral vascular _ tension. The increase in urine volume 
tone. and sodium and chloride excretion : 
which occurs with Ser-Ap-Es therapy Q 

Serpasi.® (reserpine cra) also benefits the hypertensive patient. 
Apresoine® hydrochloride (hydralazine 
hydrochloride crpa) 1 
Esirrx® (hydrochlorothiazide crea) 
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The seriousness of the problem is underlined when 
we reflect that these dietary shortages occur at a 
time when nutritional demands are perhaps greater 
than at any other period in the body’s development. 

Certainly during this adolescent “growth spurt” 
—a time of striking skeletal and muscular changes 
—an increase in metabolic rate is to be expected. 
It is not surprising that the Recommended Dietary 
Allowances for calcium, iron, riboflavin, ascorbic 
acid and vitamin D are higher for adolescents than 
for adults. Yet, it is just at this age period—from 
13 to 16—that the adolescent child is “least ame- 
nable to nutrition education.’’4 


The Teenager: He Likes What He Likes 

The reasons are obvious to any professional ob- 
server. The teenager is his Own Man. He has out- 
grown the rules (or thinks he has). The subtleties 
of his rebellion are never more clearly evident than 
in his attitude toward nutrition. He has been told 
what, and when, to eat all his life. In his new mo- 
bility as a teenager, he is not at all unwilling to 
subvert the old disciplines. He eats what his friends 
eat, and his friends eat what they like. For many, 
the 4:00 soda-hour is all but inviolate. 


Diets Seen to be “‘Grossly Inadequate” 

In the case of adolescent girls, impulsive dieting 
may lead to serious inadequacies of diet. Bowes? re- 
ported inadequate intakes of vitamin D and thia- 
mine in both boys and girls during adolescence: but 
teenage girls consumed lower levels of iron and cal- 
cium than children of either sex from ages 4 to 20. 

Similarly, Eppright and Roderuck®, in a state- 
wide survey of Iowa school children, found dietary 
inadequacies of calcium and ascorbic acid for all 
children, and of iron for girls 12 and over. But 
nearly half of the girls 15 and over showed a calcium 
intake of less than 67% of the Allowances. Speaking 
of teenage girls in general, the authors concluded: 
“More than half had diets which would appear to 
be grossly inadequate.” 

The consequences of a poor dietary history in 
women have been reflected upon by Stearns‘, who 
comments: “It appears certain that pregnancy wast- 
age and neonatal mortality are greater when the 
nutrition of the mother is habitually poor.” And 
while outright deficiency symptoms are rarely seen 
among our teenage population, a prolonged dietary 
insufficiency in any adolescent may pose real prob- 
lems during illness or stress. 


The Alternatives 

Such is the current status of teenage nutrition. What 
are the alternatives? An improvement in eating 
habits, certainly ; and this would apply to practically 
all teenagers. Beyond this, and particularly in the 
case of the willful teenager, a program of nutritional 
supplementation may be more than ‘justified. 
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Such are the considerations which have led to the 
formulation and marketing of Dayteens, a nutri- 
tional supplement designed expressly to help insure 
optimum nutrition in growing teenagers. 

The complete formula is shown below: 


Each Dayteens Filmtab represents For Adul Adu Boys ies" Girls 16-19 
Vitamin A (5000 units) 1.5 mg. 1.2 mg. 1.5 mg 15m 
Vitamin D (1000 units) 25 iis 
in un 
(400 untis) (400 untis) (400 untis) 
Thiamine Mononitrate (B,) 2 mg. 1 mg. 1.8 mg. 1.2 mg. 
Riboflavin (B,) 2mg. 1.2 mg. 2.5 mg. 1.9 mg. 
Nicotinamide 20mg. 10mg. 25 mg. 16 mg. 
Pyridoxine HCI 0.5 mg. 
Vitamin B,. 2 meg. 
(as cobalamin concentrate) 
Calcium Pantothenate 5 mg. 
Ascorbic Acid (C) 50mg. 30mg. 100 mg. 80 mg. 
Iron 10mg. 10mg. 15 mg. 15 mg. 
0.15 mg. 
lodine 0.1 mg. 
Manganese 0.05 mg. 
Magnesium 0.15 mg. 
Calcium 250 mg. 750 mg. 1400 mg. 1300 mg. 
193 mg. 


Note that the formula is well fortified with both 
iron and calcium—both important factors during 
adolescence, and both frequently seen to be deficient 
in the teenage diet. Another of the “essential” nu- 
trients—ascorbic acid —is provided in one and one- 
half times the Minimum Daily Requirement. In- 
deed, the MDR’s of all the essential vitamins are 
more than met, and trace minerals are included 
for the role they play in normal body metabolism. 


A *“Personalized”’ Formula 
On the social level, Dayteens fits in with the teen- 
ager’s intensely felt desire to have his “own things.” 
Dayteens is indisputably his vitamin. It comes in 
an interesting table bottle and will not be confused 
with the other family nutritionals. 
Filmtab®-coated to reduce size and assure stabil- 
ity, Dayteens takes a logical place among the other 
quality “Vitamins by Abbott.” If you’d like litera- 
ture on Dayteens, which includes a detailed 
survey of the nutritional status of teenagers, 
see your Abbott man; or write to Abbott 
Laboratories, North Chicago, Illinois. 


DAYTEENS™ 


Vitamin Mineral Supplement for Growing Teenagers 
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i Introducing... 


MILTOWN® + HYDROCHLOROTHIAZIDE 


new therapy for 


hypertension 


and 


failure 


For samples and complete literature, write to 


*Trade-mark Wa WALLACE LABORATORIES/Cranbury, N. J. 
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Chairman of British College Council Elaborates on NHS During U.S. Visit 


Dr. Annis Gillie of London Toured AAGP Headquarters, Discussed Mutual Interests 


QUIET RESIGNATION and increasing satisfaction 
would best typify the attitude of Great Britain’s 
24,000 general practitioners toward the National 
Health Service, believes Dr. Annis Gillie of Lon- 
don, chairman of the Council of the British Col- 
lege of General Practitioners. 

Dr. Gillie gave this impression during her 
recent six-week tour of the United States, and 
specifically when she touched down in Kansas 
City for a visit to Academy Headquarters, home 
of the British college’s older sister organization. 

The charming English grandmother holds a 
position similar to the Academy’ chairman of 
the Board of Directors. As chairman of the coun- 
cil, the British college’s governing body, she pre- 
sides over five meetings a year as well as the col- 
lege’s annual meeting. 

She is married to a nonphysician, but they 
have a daughter who is 
a doctor and who is 
married to a doctor. A 
son is a journalist on 
the Financial Times. 

Dr. Gillie believes 
that British doctors are 
increasingly satisfied 
with NHS because they 
figure prominently in 
its working. 

Dr. Annis Gillie She pointed out that 
The purpose behind Dr. British physicians, 
Gillie’s visit to the United by doing enormous 
Slates was to see the status amounts of work within 
the American general the service, have added 
Practitioner and to learn 

low she can improve the flexibility to the pro- 
lot of the general practi. | gram and have allowed 
tioner in England. adjustments. 
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Dr. Gillie stressed that she feels American 
physicians do not understand that there is free 
choice of physician in Great Britain under NHS. 
It also allows a physician free choice of patient 
and free choice of consultant anywhere. 

She admitted that her hospital lot was not 
typical. She has the good fortune to work out of 
the hospital where she took her training. Being 
well known by the staff, she is allowed, by grace, 
to come and go in the hospital and even have 
some of her own patients under her care. 

The biggest difference between British general 
practitioners and their American counterpart, is 
that the Britishers have no desire to go all out for 
surgery. They claim they are busy enough just 
doing family practice. 

Some do limited minor surgery and there seems 
to be little pressure from the specialists. Dr. 
Gillie believes the reasoning for the lack of tension 
between geng/al practitioner and specialist is 
that under NHS there is no economic conflict. 

Dr. Gillie said there is actually lots of private 
practice and that a list practitioner can take 
private patients. She admitted that the trend is 
definitely for more partnerships. 


College of General Practitioners 


Speaking of her own national organization, she 
said the British college now has a membership of 
5,000 with the annual gross increases being at the 
brisk pace of 350 to 400 members. 

While the college maintains no mandatory ob- 
ligation of postgraduate study, it is generally ac- 
cepted that members must continue learning. 
The faculties (equivalent of AAGP chapters) 
know who is and who isn’t keeping up. For those 
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ALOE 


DIVISION OF BRUNSWICK CORPORATION 
The World's Largest Supplier of Physicians’ Equipment 
St. Louis 3, Mo. 


FULLY STOCKED DIVISIONS COAST-TO-COAST 


For the 
Modern Practice 
OTEELINE 

Meets Every Need 


Designed With Warmth and 
Color That Patients Remember 
and Appreciate. 


Steeline — designed and 
manufactured by Aloe — is serving 
thousands of physicians in every 
type of practice. Designed for 
modern functional convenience, 
fabricated in steel, and finished in 
beautiful, decorator-approved colors, 
Steeline makes the day’s work less 
tiring, and lends a pleasing note of 
warmth to the entire office. Select 
from a variety of functional, 
versatile models to meet your own 
requirements. 


See Steeline in full color, with 
complete specifications, in your 
804-page Aloe General Catalog. If 
you do not have this world’s most 
complete catalog, your Aloe 
Representative will be happy to 
supply you with one. 


who make no effort there is usually a retirement 
—the American equivalent of dropping out. 

She pointed out that entrance to the college 
may become more difficult if an examination for 
membership is adopted. At the 1959 annual 
general meeting, a resolution supporting such an 
examination lost by a close vote; previously there 
had been a large opposition. 

Dr. Gillie explained that every college member 
may vote on major policy during the annual 
general meeting. The council, which she heads, is 
the governing body on specific things. 


Postgraduate Study 


Upon being asked what emphasis is placed 
upon postgraduate study and where it may be 
obtained, Dr. Gillie explained that courses 
originate with either the universities, Ministry of 
Health or the faculties. For each physician, the 
Ministry of Health annually pays for a week’s 
course and expenses. These are usually university 
courses. Locally, the physicians keep up to date 
with rounds, small meetings and tape recording 
sessions. She mentioned that the Royal Society 
of Medicine provides many courses specifically 
designed for general practitioners. 

On the whole it is generally specified that 
physicians must have 11 half days of postgradu- 
ate study during a two-year period. She said most 
members are far ahead of this amount. 

As for stimulating students to go into general 
practice, she was interested in the American ap- 
proach and was looking forward to spending some 
time at the University of Kansas Medical Center 
in Kansas City, Kan. 

In Britain, she said one of the stimuli to 
interest students in general practice is a competi- 
tion (contest). Generous monetary prizes, cour- 
tesy of an American angel, are awarded students 
presenting the best treatise on a case seen in 


general practice. 
Dr. Gillie mentioned that Edinburgh Univer- 
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sity has a general practice teaching unit and that 
there are some preceptorships throughout Britain 
but not as general as in this country. 

She is particularly interested in learning more 
about general practice teaching units in American 
universities. 

Dr. Gillie bore out, too, the importance of re- 
search in the organization of the college. At the 
time of her visit, she said that upon her return to 
England, a resolution to found a research founda- 


Airport Greeting—Dr. Annis Gillie, chairman of the Council 
of the British College of General Practitioners, was greeted at 
the Kansas City airport by Mr. Chet Watts, assistant to 
the executive director. They then proceeded to Academy head- 
quarters where Dr. Gillie toured the headquarters building 
and visited with staff members. 


tion was expected to be passed at the annual 
meeting. That meeting was scheduled for Novem- 
ber 19. 


From GP’s Special Washington Correspondent 


WITH A NEW CONGRESS—the 87th in the nation’s 
history—getting under way this month, no one 
has the slightest doubt that it will consider a 
record-breaking volume of national health legisla- 
tion. What is much less certain, however, is the 
ultimate disposition of these many bills. 

President-elect Kennedy is committed to send 
up a bill providing medical benefits for the aged 
who are on social security rolls. But how will it 
fare at the hands of a House Ways and Means 
Committee whose membership is predominantly 
conservative? 

It is almost equally probable that the new 
Administration will favor legislation to subsidize 
medical education in order to stimulate career 
incentives in this professional field. But even 
should an enabling bill squeeze through the 
House Interstate and Foreign Commerce Com- 
mittee, what would be its chances of surviving 
the cold appraisal—or outright pigeonholing—by 
the even more austere House Rules Committee, 
Which decides what bills shall come up for floor 
debate, and in what order. 
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Trends and Events in the Nation’s Capital 


With the blessing of the Kennedy Administra- 
tion, bills will be sent to Congress this winter to 
increase federal appropriations for medical re- 
search, offer financial aid to consumer-controlled 
medical practice groups and enlarge this govern- 
ment’s role in the field of international health. 
But there are still too many imponderables to 
permit a sound prediction on the outcome. 

Much will depend on the future role to be 
taken by Sen. Lister Hill (D-Ala.). Early in the 
Eisenhower regime he was an active sponsor of 
numerous health measures but in the past few 
years he has been relatively inconspicuous in this 
field. 

Another key factor is the House Rules Com- 
mittee—whether liberal Democrats, with White 
House backing, can make it more “cooperative” 
or take away some of its power, or will Chairman 
Howard Smith (D-Va.) and his conservative 
colleagues conquer this new threat to their 
authority as they have conquered so many others 
in previous years. 

The new Congress will have two more doctors 
of medicine than it did in 1959-60. They are Dr. 
Durward G. Hall, elected from Missouri, and Dr. 
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Armour 


Pharmaceutical Company 
extends its thanks 


In the several months since the introduc- 
tion of our new oral systemic anti-in- 
flammatory enzyme tablet, Chymoral, we 
have received some very encouraging com- 
ments from the profession regarding its 
clinical success in the enzymatic manage- 
ment of inflammatory processes. We would 
like to extend our thanks to those who 
have already used and commented on 
Chymoral. Since we are deeply interested 
in extending our knowledge of the thera- 
peutic range of this new product, we will 
welcome any further comments you may 
want to make. To those who have not yet 
used Chymoral, we extend an offer to give 
it a therapeutic trial. 


The therapeutic and prophylactic effects 
of Chymoral include anti-inflammatory, 
antiedematous and mucolytic activ- 
ities. It liquefies thick secretions in 


to the profession 


1. Beck, C.; Levine, A. J.; Davis, O. F., and Horwitz, B.: Clinical 


bronchitis and in asthma with bronchi- 
tis; eases the racking cough of emphysema 
and increases elimination of bronchial 
secretion; cuts healing time in accidental 
or surgical trauma; is a useful adjunctive 
therapy in inflammatory dermatoses; en- 
courages healing in gynecologic conditions; 
reduces pain and swelling and thus pro- 
motes faster healing in urologic conditions; 
and reduces the extent of inflammatory 
changes in ophthalmic and otorhinolaryn- 
gic conditions. 


We are very pleased indeed that the prod- 
uct has found a useful place in the range 
of therapeutic tools available to the doctor 
for management of the inflammatory proc- 
ess. Armour feels that enzymes are a new 
and exciting development in anti-inflam- 
matory therapy; one which may well carry 
chemotherapeutics forward a long step. 


Robert A. Hardt 
President 


Studies with an Oral Anti-inflammatory Enzyme Preparation. Clin. 
Med. 7:519, 1960. 2. Billow, B. W.; Cabodeville, A. M.; Stern, A.; Palm, 
A.; Robinson, M., and Paley, S. S.: Clinical Experience with an Oral 
Anti-inflammatory Enzyme for Intestinal Absorption. Southwestern 
Med. 47 :286, 1960. 3. Teitel, L. H.; Seigel, S. J.; Tendler, J.; Reiser, P., 
and Harris, S. B.: Clinical Observations with Chymotrypsin in 306 
Patients. Indust. Med. & Surg. 29:150, 1960. 4. Clinical Reports to the 
Medicai Dept., Armour Pharmaceutical Company, 1959. 5. Reich, W. 
J., and Nechtow, M. J.: Scientific Exhibit, Chicago Medical Society 
(March) 1960. 6. Taub, S. J.: Paper presented Annual Meeting Pi 
Lambda Kappa Medical Fraternity, Miami, Florida (March) 1960. 


Armour Means Protection ©1960, A. P. Co, 


A ARMOUR PHARMACEUTICAL COMPANY e« KANKAKEE, ILLINOIS 
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Edwin R. Durno of Oregon. Both are Repub- 
licans. The fact that they are “freshmen,” oc- 
cupying the lowliest positions on legislative com- 
mittees, would indicate they will exercise little 
influence on the outcome of health legislation 
this year. 

Incumbent physician-congressmen who won 
re-election in November were Republican Reps. 
Walter Judd and Ivor D. Fenton, of Minnesota 
and Pennsylvania, respectively, and Democratic 
Reps. Thomas E. Morgan of Pennsylvania and 
Dale Alford of Arkansas. 


Group Practice Statistics 


Findings of a statistical study recently com- 
pleted by U.S. Public Health Service shed con- 
siderable light on the nation’s medical practice 
groups, with particular reference to geographical 
distribution and professional composition. Dr. S. 
David Pomrinse and Marcus S. Goldstein, Ph.D., 
performed the detailed study. 

The smaller groups were found to have the 
largest concentrations of general practitioners. 
For example: Of 10,030 MD’s in 1,151 groups on 
which questionnaire data were obtained, 2,450 
were in groups of three to five full-time physi- 
cians. Sixty-three per cent of that number were 
general practitioners. In groups comprising six to 
ten doctors (2,080), the general practitioner per- 
centage dropped to 25.5; from 11 to 15 physicians 
(1,097), the percentage of general practitioners 
was 15.8 and it fell to 3.4 per cent of the 1,485 
M.D.’s in groups consisting of 16 to 25 physi- 
cians. However, it rose to 6.3 per cent among the 
2,918 physicians in largest groups, having 26 or 
more affiliated full-time physicians. 

For the country as a whole, the 1,151 medical 
practice groups compare with a total of 368 
which were recorded in 1946. Three states each 
have at least 100: Minnesota, 115; California, 
109, and Texas, 100. Rhode Island and Alaska 
were the only states reporting none. 
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“And how is our Sikh patient this morning?” 


Large Minnesota Loan 


A group practice organization in Willmar, 
Minn., has received one of the largest loans ever 
made by Small Business Administration. It is the 
Lakeland Medical Center, recipient of a $100,000 
loan. 

Other recent SBA loan approvals include: 
Silver Spring-Wheaton Nursing Home, Mary- 
land, $130,000; Riverside Sanatorium, Monte- 
zuma, Ga., $80,000; Pulaski Nursing Home, 
Pulaski, Ga., $50,000; Dr. John M. Bleyer, Paw- 
tucket, R.I., a physician, $3,100. 


Acute Conditions 


The most recent statistical projection in the 
U.S. National Health Survey estimates that be- 
tween July, 1957, and June, 1960, there were 
1,161 million acute conditions in the American 
population. This is an average of 6.8 conditions 
for each man, woman and child. 

By categories, 707.8 million were respiratory 
cases; 142.8 million were injuries; 125.6 million 
were infectious and parasitic conditions; 63 mil- 
lion affected the digestive system, and the “all 
other’”’ category numbered 121.9 million. 

It was estimated that these illnesses and in- 
juries caused an aggregate of 4,914.5 restricted- 
activity days; 2,134.1 bed-disability days; 827.6 
million work-loss days (persons 17 and over), and 
641.7 million school-loss days among children 
aged from 6 to 16. 


Also See AMA Washington Report, page 237. 
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CLINICAL REPORT 


SUBJECT: On a Specific Benefit of Meat 
in the Infant Diet 


“Weight gain in the meat-fed group was 
significantly increased, with the greatest 
increment occurring in those fed meat under 
2 months of age. There was likewise a 
slightly greater average increase in height 
in the same group." 


Excerpt from "Evaluation of Meat in the Infant 
Diet," H. M. Jacobs & G. S. George, Pediatrics, 
Vol. 10, Pg. 470. Available on request. 


Physicians in leading universities, hospitals and research organiza- 
tions have carried on a series of clinical studies, feeding Swift's 
Meats for Babies to young infants. Reports of these studies have led 
to a greater appreciation of the benefits of meat in the infant diet. 
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Strict Referral System Sets Medical 
Education Pattern in Great Britain 


THE STRICT referral system of medicine in Great 
Britain has set the pattern for medical education 
in that country, Dr. John R. Ellis of London 
Hospital Medical College told his audience 
November 10 at the University of Kansas Medical 
Center, Kansas City, Kan. 

Speaking for the Porter Lectureship in Medi- 
cine at the medical school, Dr. Ellis explained 
there are hospital training schools and university 
training schools in Great Britain. 

Dr. Ellis, himself a practicing physician and 
secretary of the Association for the Study of 
Medical Education in London, is affiliated with 
the London Hospital Medical College. He 
stressed the difference in the way a hospital 
medical college is operated with the way medical 
schools in this country are organized. 

Instead of operating under a dean, there are 
autonomous groups in the English hospital 
teaching system. A physician, such as Dr. Ellis, 
is known as a chief. This chief has several beds 
with his name on them, his own outpatient clinic 
and his own patients. The position of chief 
is filled by open competition. Notices of chief 
vacancies are published in the newspapers. Once 
a physician qualifies for this appointment he 
usually remains there for the rest of his officially 
active life—usually until 65 years of age. These 
physicians seldom move to another hospital. 

The usual hospital group is comprised of 30 to 
40 beds which provides the teaching and expe- 
rience basis. The training varies from two to four 
months and sometimes as long as six months. 
Dr. Ellis said there is no form of supervision 
above the chiefs. 

Dr. Ellis admitted that undoubtedly this was a 
weakness in the system. For instance, the head of 
the Department of Medicine in teaching hospitals 
has no authority to carry his ideas into practice. 

Even in university-controlled hospitals there 
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is no full-time dean. He said such a system would 
bring as much of an uproar as the suggestion of 
socialized medicine would in this country. 

The pattern of medical care is unchanged, even 
under National Health Service. Specialists and 
consultants work exclusively inside the hospital. 
General practitioners work outside the hospital. 

Dr. Ellis explained that three groups comprise 
the medical care profession in Britain. There are 
the physicians (general practitioners and spe- 
cialists) who are university-trained and have an 
apprenticeship; surgeons, who are not M.D.’s and 
who have only an apprenticeship, and apothecaries 
who also take only an apprenticeship. 

Dr. Ellis mentioned that the tradition of British 
medicine can largely be traced from 1642, the 
date of the English Civil War between King 
Charles I and Parliament. He pointed out that 
two physicians of that period—Dr. William 
Harvey and Dr. Thomas Sydenham—immeas- 
urably affected medicine as it has come to be 
practiced. He said American medicine took its 
lead more from Dr. Harvey while Dr. Sydenham 
is considered the father of English medicine. 

On the whole, the effort in the early years in 
Britain was more on medical care than for educa- 
tion. 

Dr. Ellis, an entertaining spokesman, pointed 
out that since 1948 and the initiation of National 
Health Service, he had noticed one difference. 

In his student days, the chief took students to 
dinner with an eye on future referrals once they 
were in practice. Today, however, the students 
entertain the chiefs. With NHS, the competition 
has gone out of British medicine. 


Three AAGP Members on Sears-Roebuck 
Foundation Medical Advisory Board 


THREE of the five newly-appointed members of 
the Sears-Roebuck Foundation Medical Advisory 
Board are Academy members. 
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Dr. Fount Richardson of Fayetteville, Ark. 
a past president of the AAGP; Dr. F. A. Tucker, 
Seattle, Wash., and Dr. Leland Evans, Las 
Cruces, N. M., were among those named by the 
Board of Trustees of the American Medical As- 
sociation to the advisory posts. The other two 
physicians are Dr. Robert N. Larimer, Sioux 
City, Ia. and Dr. Edward C. Hughes, Syracuse, 
N. Y. 

All of the appointees have accepted and will 
officially take office in June. 

The Sears-Roebuck Foundation program pro- 
vides help for communities wishing to establish 
new medical facilities and obtain general practi- 
tioners. 

Near the close of 1960, 18 physicians had been 
obtained through the foundation, and it appeared 
that the number might go over 20. 

Interested physicians may write to Norman 
H. Davis, director, Medical Program, Sears- 
Roebuck Foundation, 3301 W. Arthington Street, 
Chicago 7, Ill. 


Wholesale Druggists Hear Medical 
Representative Discuss Common Issues 


RECALLING the historical kinship between medi- 
cine and pharmacy, Dr. Carroll Witten, Louis- 
ville, Ky., reminded his audience at the 45th An- 
nual Convention of the Federal Wholesale Drug- 
gists’ Association that the problems of the two 
professions today are one and the same. 

Expounding on five key issues, Dr. Witten, 
speaker of the AAGP Congress of Delegates, ap- 
peared before the druggists at the Greenbrier 
Hotel, White Sulphur Springs, W. Va., as the 
first representative of the medical profession to 
address this group. 

Dr. Witten set forth the following five issues: 

1. Third party intervention versus the free 
enterprise system. 

2. Freedom of choice of the individual. 
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“We're both right. You’re sick!” 


3. Medical care of the aged. 

4. The cost of medical care. 

5. Use of the health care complex as a political 
maneuver leading toward a socialistic state. 

While stressing all five issues and admitting 
that all are closely intertwined, Dr. Witten said 
perhaps the question of the third party interven- 
tion is the key to the other four. - 

“By third parties we refer to any person, group 
or government that would interject itself be- 
tween the time honored relationship of patient- 
physician, of physician-druggist, of druggist- 
wholesaler, or of wholesaler-producer,’’ explained 
Dr. Witten. 

He emphasized that when a third party be- 
comes involved—what they become involved in, 
they will eventually control. He said this is 
especially true of the federal government, which 
eventually regulates everything it subsidizes. 

As for the second issue, freedom of choice, Dr. 
Witten told the druggists that freedom of choice 
of physicians is an absolute essential in the pro- 
vision of good medical care. He also pointed out 
that equally important is the freedom for a phy- 
sician to select the drugs of his choice. 

Dr. Witten went on to say, “In this regard, I 
might state, that while there is some apparent 
disagreement among members of the medical 
profession concerning whether to use generic 
or brand names, it does not appear that there 
should be. Basically it seems to me that a brand 
name insures the quality control of a particular 
drug and guarantees, in effect, the background of 
basic research which has made that product 
available to the public.” 

Concerning medical care of the aged, Dr. Wit- 
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NOW—a new mouth-fitting nipple 
designed to reduce feeding problems 


New Gurity Rib Nipple helps prevent =| 
excessive air swallowing— 
won’t collapse or bite shut 


ew 


Now, for the first time in the history of modern baby care, 
a nipple has been made to fit the mouth completely—from 
corner to corner. 

The Curity Rib Nipple, with its reinforced side channels, 
fills out an area that the regular bell-shaped nipple leaves 
open to air swallowing. 

The Rib Nipple has been tested for two years in hospital 


CURITY Rib Nipple fills out mouth from 
corner to corner—Hollow side ribs seal out air, 
assure steady milk flow. Won't bite shut, even 


trials. Tests on sluggish eaters, premature babies and cleft 
palate cases showed a marked improvement in eating habits. 
Subsequent trials in the home showed that mothers pre- 


under hard sucking and biting. ferred the Rib Nipple 2 to 1 over regular nipples. 


Milk always gets through 

Feeding is steadier, faster, easier. The strong, supple rubber 
of the Curity Rib Nipple can withstand sterilizing and de- 
tergent action to an exceptional degree. In laboratory tests, 
the Curity Rib Nipple lasted twice as long as the leading 
nipple of conventional design. 

Available in complete Sure-Grip nurser. New contoured 
Curity bottle provides exceptionally firm grip. Square shape 
stores easy. 


Rib Nipple 


THe KENDALL comrany 
BAUER & BLACK 
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ten charged that this issue is largely overplayed 
by many with political ambitions. He said medi- 
cine’s course of action is prefaced by two facts: 

1. The majority of older people today are well. 
Numerous studies have shown that 20 per cent 
or less of persons over 65 are ill, or disabled, to an 
extent which interferes with their normal activ- 
2. The most pressing need among older people 
is the continued opportunity to use their health 
and capabilities to the fullest. 

He reminded his audience that the profession 
has wholeheartedly supported all legislative pro- 
posals designed to help the minority of older peo- 
ple who need help, while preserving the right of 
the majority to lead their own lives in inde- 
pendence. 

The fourth issue, the cost of medical care, has 
become a problem of some concern, admitted Dr. 
Witten. 

He said the true facts concerning costs are 
often hidden by misstatements and for ulterior 
purposes—usually of a political nature. However, 
there is no doubt that for some years, the volume 
of spending by the American public for hospital 
and physicians’ services and other items of medi- 
cal care has been rising faster than the cost of liv- 
ing as a whole. Moreover, he added, medical 
spending is becoming a more important part of 
the total family budget. 

Dr. Witten said it seems obvious that the 
American public, increasingly aware of the value 
of good medical care, is willing to pay for it. In 
enumerating the tremendous accomplishments 
which have reduced deaths and enabled longer 
life, he said obviously the public understands the 
bargain it is getting. 

He added that the cost of medical care cannot 
and should not be separated from the cost of 
drugs, which seems to be an issue that is greatly 
magnified. In 1939, 9/10 of a cent of each dollar 
left after taxes was spent on medications. Today 
despite the inflationary economy when the dollar 
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has declined in value to only 48 cents, still only 
one penny of each dollar after taxes goes for 
medications. 

Dr. Witten pointed out too that while 15 per 
cent of all prescriptions do cost $5 or more, the 
average price of all prescriptions is still only 
$3.15. 

Dr. Witten then concluded that politicians, 
such as Sen. Estes Kefauver, use the health care 
complex as a political maneuver leading toward a 
socialistic state. 

He said, “It then appears that Senator Ke- 
fauver’s rantings and ravings about ‘drug prices 
being too high’ is simply a political attempt to 
evoke emotional response from a heavily over- 
taxed public—but does not relate the true facts.” 

To counteract the opposition and to be able to 
push constructive programs, Dr. Witten sug- 
gested that a Truth Squad and Action Commit- 
tee be formed from representatives of the medi- 
cal profession, the pharmaceutical industry and 
all other members of the health team. Members 
of such a committee would dedicate their time, 
energies and efforts to fighting for the rights of 
free enterprise in America. 


Rio de Janeiro Will Be Host to 1961 
World Medical Association Meeting 


THE 1961 general assembly of World Medical As- 
sociation will be held in Rio de Janeiro, Brazil. 
The 1960 WMA meeting, which was held in West 
Berlin, drew 1,800 people. 

Immediately following the meeting in Ger- 
many, Dr. Gunnar Gundersen of La Crosse, Wis., 
a past president of American Medical Associa- 
tion, was elected chairman of the WMA council. 

Also named to the council were AMA’s Presi- 
dent-elect Leonard W. Larson, Bismarck, N. D.; 
Dr. Hector Rodriguez, Chile; Dr. John G. Hunt- 
er, Australia, and Dr. Antonino Spinelli, Italy. 

During the West Berlin session, Dr. Paul Eckel 
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of Hanover, Germany 
was inaugurated as 
WMaA’s 138th president. 
Dr. Antonio Aragao, 
president of the Brazil- 
ian Medical Associa- 
tion, was named presi- 
dent-elect and will take 
office during this year’s 
general assembly in his 
country. 

The 1960 scientific 
program was devoted 
to youth health prob- 
lems, and a socioeco- 
nomic program dealt 
with costs of medical 
care during the past five 
years in Denmark, Germany, Japan, the Philip- 
pines, United Kingdom and Switzerland. 

On the final day of the general assembly, the 
Cuban delegation walked out when the WMA 
unanimously rejected a Cuban-introduced resolu- 
tion. Dr. Louis Bauer, secretary-general of the 
WMA, said part of the resolution was a commu- 
nistie political tirade which condemned doctors 
for leaving their countries and was aimed at Bel- 
gian doctors leaving the Congo. 

This was Dr. Bauer’s last session as secretary- 
general, a post he has held since the inception of 
the world medical body. He has been succeeded 
by Dr. Heinz Lord, a Barnesville, Ohio surgeon. 


Gunnar Gundersen, M.D. 
Dr. Gundersen, a past 
president of American 
Medical Association, is 
the new chairman of the 
World Medical Associa- 
tion council. 


New York’s Controversial HIP Begins 

Bid for Individual Subscribers 
THE CONTROVERSIAL Health Insurance Plan of 
Greater New York has branched out from its 
policy of accepting applications only from groups 
of ten or more persons employed together. 

Now for the first time since its establishment in 

1947, HIP is inviting individuals to subscribe to 
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its medical services which are provided by groups 
of physicians. 

Of its present total of 585,000 subscribers, 
360,000 are employees of New York City. Most of 
the rest are union members covered under indus- 
try-wide health and welfare funds. 

The plan announces that it will now enroll a 
maximum of 20,000 persons by application of in- 
dividuals and their families. The venture which 
started December 10 will be assayed after it has 
been in effect two years. This will determine 
whether HIP will expand its program. 

HIP has issued the following reservations: 

1. Applicants must be residents of areas actual- 
ly served by HIP physician groups which include 
all of New York City, southern Yonkers, all of 
New Rochelle, Nassau County and the western 
part of Suffolk County. 

2. Not more than 10 per cent of the applicants 
can be over 65 years old. 

3. HIP reserves the right to make exclusions on 
medical grounds, such as known cancer, tubercu- 
losis or incapacitating chronic illness. 


Southern Medical Section Names 
Dr. Finkel To Succeed Dr. Witten 


Dr. BARNEY W. FINKEL, Academy member from 
St. Louis, Mo., was elected chairman of the Sec- 
tion on General Practice of Southern Medical As- 
sociation during SMA’s annual meeting October 
31-—November 3 in St. Louis. 

Dr. Finkel succeeded Dr. Carroll Witten of 
Louisville, Ky., who is also speaker of the AAGP 
Congress of Delegates. The other new section of- 
ficers are also Academy members—Dr. E. Robert 
Cox of Dallas, Tex., vice chairman, and Dr. 
Stanley D. Hand of Athens, Ala., secretary. 

At a joint meeting of the sections on general 
practice and public health, a day-long program 
was given on November 2. A varied and out- 
standing program was given by ten speakers. 
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...the proof of the Patrician “200” 
is in the radiograph! 


When you choose x-ray for private practice, look at 
performance as well as the price tag. “Economy” that is 
gained by short-cuts in table design or a reduction in 
power may mean slow exposures, blurred radiographs 
and repeated retakes. General Electric’s Patrician “200” 
combination is designed with adequate power for private 
practice—a full 200 ma to stop anatomical movement 
sharply and clearly. Many other features found in larger 
installations are engineered into the Patrician: 81” table, 
independent tubestand, shutter limiting and automatic 
tube protection, to name just a few. And, considering its 
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nance, parts, tubes, insurance, local taxes—everything i 
one monthly fee. Get details from your G-E x-ray rep 
resentative or mail this coupon for literature. 


General Electric X-Ray Department 
Milwaukee 1, Wisconsin, Room F-11 
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Medical News in Small Doses: 


ACADEMY MEMBER JESSE RISING of Kansas City, 
associate professor of medicine and pharmacology 
and postgraduate medicine at the University of 
Kansas School of Medicine, has now been named 
chairman of postgraduate education at Kansas 
University Medical Center. He succeeds Dr. 
Mahlon H. Delp who recently was named head of 
the Department of Internal Medicine. KU’s post- 
graduate education program ranks among the top 
in the nation. ... The Academy was one of the 
national health organizations named by the Pub- 
lic Health Service to help advise on the use of 
live-virus vaccine for poliomyelitis. The Commit- 
tee on Poliomyelitis Agenda, made up of repre- 
sentatives of six organizations, had a recent meet- 
ing in Atlanta, Ga. ... On January 1, Dr. Rich- 
ard L. Meiling became dean of Ohio State Uni- 
versity College of Medicine, succeeding Dr. 
Charles A. Doan. Dr. Meiling, who was president 
of Ohio State Medical Association in 1956, has 
been serving as associate dean. ... Dr. James D. 
Weaver, well known Academy member from 
Erie, Pa., has been elected vice president of the 
Pennsylvania Heart Association. He has also 
been appointed to serve a three-year term on the 
physician advisory board of the American Asso- 
ciation of Medical Assistants. ... West Virginia 
University announces the appointment of Acad- 
emy Member Samuel C. Dotson, Jr. of Cameron 
as physician of its Student Health Service. ... 
Academy Member Richard J. Manner, formerly 
of Rochester, N.Y., is now associate director of 
clinical research with Mead Johnson & Company, 
Evansville, Ind. ... New Councilman in Foley, 
Ala. is Academy Member John E. Foster. He led 
the council race with 493 votes. . . . Before going 
out of office, Iowa’s Democratic Governor 
Herschel Loveless named Dr. Paul Pedersen of 
Council Bluffs to fill a vacancy on the five-mem- 
ber Iowa State Board of Health. 
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Fewer calories 
7 Same nutrients 
for woman 

65 years 
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5 For the maintenance of health and well-being the recom- per cent of the total calories. Thus it is a moderate low-fat e 

: mended daily dietary allowances for ‘““Women, 65 years,” breakfast. As shown in the chart below, it provides for 
- is lower in calories, yet is the same in essential nutrients ““Women, 65 years,”’ and for younger age groups about p 
& as for younger age groups. A moderate reduction in one-fourth of the recommended daily dietary allowances i 
dietary fat reduces the total calories. For those advising of protein, important B vitamins, and essential minerals. t 

women in this age group about their diet, a basic cereal The lowa Breakfast Studies demonstrated that a well- 
and milk breakfast as shown in the chart below merits balanced, moderate low-fat basic cereal and milk break- b 

consideration. Its fat content of 10.9 gm. provides 20 fast was nutritionally efficient for the young and old alike. 
ti 
Recommended Daily Dietary Allowances* and the Nutritional Contribution of a Basic Cereal ! 
and Milk Moderate Low-Fat Breakfast : 

Menu: Orange Juice—4 oz.; 
Cereal, dry weight—I1 oz.; el 
Whole Milk—4 oz.; Sugar—I teaspoon; D 
Toast (white, enriched)—2 slices ; 

Butter—S5 gm. (about I teaspoon); F 
Nonfat Milk—8 oz. C 


Vitamin Niacin Ascorbic 
Nutrients Calories Protein Calcium Iron A Thiamine Riboflavin equiv. Acid 


Totals supplied by 

Basic Breakfast 503 20.9 gm. 0.532 gm. 2.7 mg. S881.U. 0.46 mg. 0.80 mg. 7.36 mg. 65.5 mg. 

Yeors (58 kg.—128 +\y 1800 58 gm. 0.8 gm. 12mg. 50001.U. 1.0 mg. 1.5 mg. 17 mg. 70 mg. 
Percentage Contributed 

by Basic reakfast 27.9% 36.0% 66.5% 225% 118% 46.0% 53.3% 43.3% 93.6% 


Cereal Institute. Inc.: Breakfast aomece Book, *The allowance levels are intended to cover individual variations 


Chicago: Cereal Institute, Inc., 1959. most persons in the J States under 
usual environmental stresses. ‘alorie allowances apply to 
Food & Nutrition Bd. : Recommended Distary Allowances, Revised 1938, individuals usually engaged in moderate physical activity. For 


Natl. Acad. Sci.—Natl. Research Council nm gsi ee: 1958. office workers or others in sedentary occupations they are excessive. 
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News from the State Chapters 


A STUDENT LOAN PROGRAM designed to help sup- 
ply small Minnesota towns with doctors was ap- 
proved by the congress of delegates during 
Minnesota chapter’s annual meeting in Minneap- 
olis. (See cut.) 

The fund, donated by chapter members and by 
small towns seeking doctors, is expected to help 
20 University of Minnesota medical students 
each year. Dr. Donald Limbeck, who heads the 
program, said loans of up to $1,000 a year would 
be available to medical students who will conduct 
their practices in small towns for a certain num- 
ber of years in lieu of repaying the loans. 

Another action of the delegates was the elec- 
tion of officers for the coming year. Elected were 
Drs. Robert B. Potter of Minneapolis, president- 
elect; John S. Siegel of Virginia, vice president; 
H. L. Huffington of Waterloo, secretary-treasur- 
er; James A. Cosgriff, Jr. of Olivia, speaker, and 
David Feigal of Wayzata, vice speaker. Dr. 
Franklin H. Dickson of Proctor succeeds Dr. 
Cyril R. Tifft of St. Paul as president. (See cuts.) 

Over 500 doctors registered for the scientific 


AAGP President with New Officers—Dr. John G. Walsh, 
president of the AAGP, poses with new officers of the Minne- 
sola chapter. Standing left to right are Drs. David W. Feigal, 
vice speaker; Herb L. Huffington, secretary-treasurer; 
John G. Walsh; Franklin H. Dickson, pm, and 
Robert B. Potter, president-elect. 
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1960 Congressional Setting—Setting the pace for the Minne- 
sota chapter’s congress of delegates, were Dr. Sidney A. Whitson 
(left to right), chairman of the reference committee on miscel- 
laneous business; Dr. David W. Feigal, vice speaker; Dr. 
Herb L. Huffington, speaker; Dr. Cyril R. Tifft, president, 
and Mrs. Donna B. Kasbohm, executive-secretary. 


Outgoing President Receives Key—Incoming president 
Franklin H. Dickson (left) presents a past-president’s key to 
Dr. Cyril R. Tifft. 


High Registration—Over 500 doctors registered for the scien- 
tific portion of Minnesota chapter’s annual meeting held in 
Minneapolis. 
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BURDICK UT-400 


ULTRASONIC UNIT 


Ultrasound reduces edema and promotes cir- 
culation, encouraging more rapid healing of 
acute injuries. Burdick’s UT-400 delivers both 
pulsed and continuous ultrasound. When in- 
dicated, the heating effect can be reduced by 
using pulsed current without decreasing the 
mechanical effect of the ultrasound energy. 


4 information on 
the UT-400, write 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: New York * Chicago * Atlanta * Los Angeles 
Dealers in all principal cities 


portion of the September 26-28 meeting which 
was conducted at the Leamington Hotel. (See 
cut.) Guest speakers for the Tuesday session in- 
cluded Drs. Richard L. Jackson of Minneapolis, 
“Juvenile Uterine Bleeding” ; Claude N. Lambert 
of the University of Illinois, “Fractures in Chil- 
dren”; William A. O’Brien of Minneapolis, 
“Practical Approach to Anemia,” and Edwin H. 
Ellison of Marquette University School of Medi- 
cine, ““Newer Thinking on Management of Com- 
plicated Ulcers.” 

Two panels were presented during the Tuesday 
meeting. ‘‘Practical Fluid Therapy in Children” 
was the topic of discussion for Drs. Richard C. 
Raile of the University of Minnesota and S. L. 
Arey and Theodore Papermaster, both of Minne- 
apolis. Drs. Theodore H. Sweetser, Tague Chis- 
holm and Harvey O’Phelan, all of Minneapolis, 
comprised the second panel—‘‘Surgical Problems 
in Pediatrics.” 

Speaking at the Wednesday session were Drs. 
Harvey O’Phelan, “Fractures of the Vertebrae”; 
Robert C. Hickey of the State University of 
Iowa, “Preventable Cancer,” and William H. 
Masters of Washington University School of 
Medicine, “Treatment of the Sexually Incom- 
patible Family Unit.” Drs. Raymond Bieter, 
Robert A. Good and Howard Worthen, all of the 
University of Minnesota, spoke on ‘“‘New Drugs,” 
“Collagen Diseases in Childhood,” and “New 
Studies in Renal Disease,” respectively. 

A panel concerning “Cardiac Arrhythmias,” 
composed of Drs. Addo Luisada of Chicago, 
Ben Sommers of St. Paul, John LaBree of Min- 
neapolis and Ralph Smith of Rochester was 
given during the Wednesday session. 

The social calendar was highlighted by an 
Hawaiian luau. Speaker for this festive occasion 
was Dr. John G. Walsh, president of the AAGP, 
whose topic was “The Role of Medicine in 4 
Political Election Year.” 

@ In a banquet address during Wisconsin chap- 
ter’s 12th annual meeting, Dr. John G. Walsh of 
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Teacher and Pupil—Dr. John G. Walsh (left), AAGP presi- 
dent, talks over old times with his former professor at Mar- 
quette University Medical School, Dr. Robert F. Purtell. Dr. 
Puriell, now in private practice and a well known Academy 
member, hosted his former pupil at Wisconsin’s annual meet- 
ing in Milwaukee. 


Wisconsin Chapter Presidents—Dr. A. H. Stahmer, presi- 
dent-elect of Wisconsin chapter, looks on as incoming presi- 
dent, Dr. Robert E. Callan (center), accepts the gavel from 
Retiring President Charles J. Picard. 


Banquet Guests—Distinguished guests attending Wis- 
consin chapter’s annual banquet include (left to right), 
Dr. Lief Lokvam, president-elect of the Wisconsin State 


Medical Society; Mrs. Lokvam; Dr. Edmund Sorenson, 
President of the Wisconsin State Medicat Society; Mrs. 
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Sacramento, Calif., charged that “‘super speciali- 
zation” has been carried to the point “where we 
have overbalanced in one direction and pro- 
duced neglect in the field of general practice.” 

Dr. Walsh, a native Wisconsinite and presi- 
dent of the AAGP, added that physicians who 
“want to charge 25 to 50 per cent more because 
they have a specialty certificate on the wall” 
could pave the way for government control in 
medicine. 

During the business portion of the September 
18-20 meeting in Milwaukee, Dr. A. H. Stahmer 
of Wausau was chosen president-elect, succeed- 
ing Dr. Robert Callan of Milwaukee who took 
over as president of the chapter. Dr. Lou R. 
Schmidt, La Crosse and Dr. Norman Bauch, 
Milwaukee, were elected speaker and vice speak- 
er, respectively. Re-elected to a third term as 
secretary-treasurer was Dr. John A. Kelble of 
Milwaukee. Dr. Charles J. Picard of Superior, 
the retiring president, was named chairman of 
the board. (See cuts.) 

The scientific program included a list of well- 
known medical men. Speaking at Monday’s 


Sorenson; Dr. A. H. Stahmer, president-elect of the Wiscon- 
sin chapter; Mrs. Stahmer; Dr. Robert E. Callan, incoming 
president of the Wisconsin chapter, and Dr. John G. Walsh, 
president of the AAGP. Dr. Walsh was the principal speaker 
at the banquet. 
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HELENA RUBINSTEIN? 


NORTHERN BLVD., GREENVALE, L. I.,.NEW YORK 


CLINIGAL RESEARCH DIVISION 


: NEW CLINICAL EVIDENCE THAT THE TOPICAL HORMONE 
E APPROACH TO THE AGING SKIN PROBLEM IS A SAFE APPROACH: 


IN A RECENT STUDY? 

ee-a hormone cream* containing 10,000 I.U. estrogen 
and 5 mg. progesterone per ounce was again clinically 
tested on a group of 100 menopausal patients. 


THE CREAM WAS USED CONTINUALLY EACH NIGHT 
e--for almost two years in twice the dosage 
recommended. "Before" and "after" examinations 
revealed no signs of adverse systemic reaction, 
untoward vaginal or cervical changes, abnormal 
cytology, or endometrial bleeding. 


THE INVESTIGATOR CONCLUDED 
",..there is no danger of using the...cream if it is 
used daily and as directed by the manufacturer...."! 


CONCURRENCE WITH CLINICAL CONSENSUS 

Thus, once again, "It is the consensus of opinion among 
experienced observers that cosmetic hormone creams 

with a maximum potency of 10,000 I.U. per ounce... 

if used in the manner recommended by the informed 
manufacturer are free from systemic effects. "? 


"Most estrogen creams currently available do not 
contain more than 10,000 I.U. of estrogen per ounce. 
When...used according to directions, they appear to 
be free of any abnormal systemic effects." 


: References: (1) Karnaky, K. J.: Tri-State M. J. 8:6 (March) 
: 1960. (2) Peck, S. M., and Klarmann, E. G.: Practitioner 
P 173:159, 1954. (3) Blank, I. H.: J.A.M.A. 164:412 (May 25) 1957. 


*ULTRA FEMININE® Face Cream 


Write to Clinical Research Division, Helena Rubinstein, Inc., 
at the above address, for an informative brochure, "Effect 
of Topical Hormones on the Skin." 


17260 


©1960, HELENA RUBINSTEIN, INC. 
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session were Drs. William McConahey of Roches- 
ter, Minn., “Practical Endocrinology”’; Irwin C. 
Winter of Chicago, “New Developments in Drug 
Therapy”; Richard Q. Crotty of Omaha, ““What’s 
New in Dermatology’’; George C. Griffith of Los 
Angeles, “Treatment of Atherosclerotic Heart 
Disease’; Thomas G. Ward of Bethesda, Md., 
“Nontuberculous Pulmonary Disease”; Joseph 
Shaiken of Milwaukee, “‘New Concepts in Colon 
Disease,’ and L. J. Halpin of Cedar Rapids, 
“The Treatment of Bronchial Asthma.” 

Following a recess to visit exhibits, Dr. Edwin 
R. Levine of Chicago spoke on “Treatment of 
Chronic Pulmonary Disease.” ‘Medical Mal- 
practice Prevention” was the topic of Mr. Irving 
Zirble, a Milwaukee attorney. 

Speakers for the Tuesday session were Drs. 
Frank L. Lyman of Evansville, Ind., ‘Treat- 
ment of Burns-Electrolyte Balance”; Arvin B. 
Weinstein of Madison, “‘Acute and Chronic 
Glomerulonephritis” ; Franklin V. Wade of Flint, 
Mich., “Falls on the Outstretched Hand”; R. W. 
Lackey of Denver, “‘Radioisotopes—Their Uses 
and Abuses”; E. J. Plotz of Chicago, “‘Obstetrical 
Emergencies,” and M. J. Ciccantelli of Milwau- 
kee, “Rheumatic Diseases—Diagnostic and Ther- 
apeutic Problems.” 

A panel discussion on “The Early Recognition 
of Psychosis” was presented by Drs. Saul K. 
Pollack, E. T. Sheehan, William H. Studley and 
Richard R. Teeter, all of Milwaukee. 

Dr. Edwin R. Levine of Chicago and Mr. Paul 
Fleer of the Wisconsin State Board of Health, 
Madison spoke during two luncheon meetings. 
Their topics were “Pulmonary Emergencies” 
and “Restoring Disabled Older Patients to Self- 
Care,” respectively. 

A special feature for the ladies was an address 
by the Rev. John J. Walsh, who spoke following 
a luncheon and style show. Father Walsh is the 
well known director of the Marquette Players 
and holds a doctorate in drama. 

* Dr. Martin M. Teague, Laurens, S.C., was in- 
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South Carolina Officers—Officers elected during South Caro- 
lina’s 12th annual meeting are (left to right) Dr. John W. 
Blanton, treasurer; Dr. Swift W. Black, president-elect; 
Dr. Martin M. Teague, president; Dr. Horace M. Whitworth, 
vice president, and Dr. William J. Bannen, Jr., secretary. 


stalled as president of the South Carolina chap- 
ter during its 12th annual meeting in Spartan- 
burg. He succeeds Dr. William T. Hendrix of 
Spartanburg. 

Other officers installed at the September 29-30 
meeting were Drs. John W. Blanton of Chesnee, 
treasurer; Horace M. Whitworth of Greenville, 
vice president, and Dr. William J. Bannen, Jr. of 
Simpsonville, secretary. Dr. Swift W. Black of 
Dillon was named president-elect. (See cut.) 

Among those participating in the scientific 
program, which emphasized daily problems of 
the practicing physician, were Drs. Bert H. 
Leming, Jr., Memphis; Edward S. Orgain, Dur- 
ham, N.C.; James Sites, Washington, D.C.; 
A. Siegling, Charleston, S.C.; Claude A. 
Frazier, Asheville, N.C.; Walter Frommeyer, 
Birmingham, and William R. Kirtley, Indian- 
apolis. 

AAGP President John G. Walsh, who was the 
principal speaker during the chapter’s annual 
banquet, charged that medical schools must bear 
part of the blame for the serious shortage of 
family doctors in the United States. 

e@ A total of 272 persons registered at Georgia 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


calms 


Smooth, balanced action lifts depression as 


it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 

ers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly — the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 
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chapter’s 12th annual meeting October 12-13 
in Atlanta. Of this number, 134 were Academy 
members and 37 were nonmember physicians. 

During the meeting Dr. Joseph B. Mercer, 
Brunswick, was installed as chapter president 
succeeding Dr. Ben Looper, Canton. (See cut.) 

Officers elected during the business meeting 
were Dr. Charles E. McArthur of Cordele, presi- 
dent-elect; Dr. W. Frank McKemie of Albany, 
vice president, and Dr. M. F. Simmons of 
Decatur, secretary-treasurer. 

The scientific program was highlighted by 
speeches from Honorary Academy Member Phil- 
ip Thorek of Chicago, ““The Acute Abdomen,” 
and Dr. Walter Bloom of Atlanta, ‘‘Diabetes and 
Diet.”” Dr. Frank Lyman of Evansville, Ind. 
presented one of the most interesting lectures— 
“Quacks and Quackery.” 

Other guest speakers included Drs. Curtis G. 
Hames of Claxton, Ga., “The Cholesterol Dilem- 
ma’’; Ellison R. Cook, III of Savannah, “Stroke 
Rehabilitation”; Joseph C. Massee of Atlanta, 
“Cardiac Rehabilitation”; George E. Maha of 
Indianapolis, ‘““The Antibiotic Therapy of Bac- 
terial Endocarditis”; Nicholson J. Eastman of 
Baltimore, ‘“‘Recent Developments in Practical 
Obstetrics” ; Lenox D. Baker of Durham, “‘Frac- 
tures in Children are Different,’’ and Count Gib- 
son of Boston, ‘Acute Respiratory Disease.” 

A panel discussion on various aspects of tuber- 
culosis was presented at the Wednesday morning 
scientific session by the Georgia chapter of the 
American Trudeau Society. Two panels—“Car- 
diovascular Rehabilitation” and “Emergency 
Surgery” were given at the Thursday session. 

The 1961 annual meeting is scheduled for Oc- 

tober at Jekyll Island, Ga. 
@In an address during Florida -chapter’s 11th 
annual meeting, Mr. Mac F. Cahal, executive 
director of the AAGP, warned that the nation 
has an over-supply of specialists who, because of 
their specialized training and restricted practice, 
cannot do the job of a family physician, 


GP January 1961 


Ug 


Wo 


CNAME A DOCTOR OF THE 


Looper to Mercer Report—Dr. Ben Looper of Canton, retir- 
ing president of the Georgia chapter, presents his report for 
the past year to Dr. Joseph B. Mercer of Brunswick, incom- 


Florida Gathering—Among those present for Florida chap- 
ter’s 11th annual scientific meeting are (left to right) Dr. 
Walter Sackett, AAGP director from Florida; Dr. Leo 
Wachtel, delegate to the AAGP; Mac F. Cahal, AAGP 
executive director; Dr. James T. Cook, president-elect, and 
Dr. William E. Manry, Jr., vice president. Florida President 
Elmer B. Campbell was unable to attend because of illness. 
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CAMP LUMBOSACRAL 
SUPPORTS 


Camp fabric lumbosacral supports 
play an important part in the conser- 
vative treatment of orthopedic condi- 
tions, They steady and limit the mo- 
tions of the joint, ligaments and mus- 
cles in injuries and diseased conditions 
of the low back. Available without or 
with steel upright reinforcements or 
with the Camp spinal brace as need- 
ed. 


Camp’s Lumbosacral Supports are 
scientifically designed to give a secure 
fit to the pelvic girdle, the upper lum- 
bar and the low dorsal spine, includ- 
ing the entire abdomen in front, thus 
giving maximum lumbar spine support 
with greatest patient comfort. 

Camp trained fitters will give your 
patients immediate service according 
to your specific prescription. 


S. H. CAMP & COMPANY, JACKSON, MICHIGAN 


S. H. Camp & Company of Canada, Ltd., Trenton, Ontario 
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“Tt is imperative,’’ Mr. Cahal continued, “that 
our medical schools continue to graduate trained 
family doctors—men and women willing and 
able to assume responsibility for the continuing 
care of the individual and the family.” (See cut.) 

The October 21-22 meeting which was held at 
the Hotel Robert Meyer included a fine scientific 
program. Guest speakers were Dr. Paul E. Craig, 
Tulsa; Dr. Leon Unger, Chicago; Dr. Peter E. 
Regan, Gainesville, Fla.; Dr. James G. Lyerly, 
Jacksonville, Fla.; Dr. T. A. Watters, New Or- 
leans, and Dr. Temple Fay, Philadelphia. 

A dinner party, held Friday night, featured a 

musical program. Dr. Leo M. Wachtel, delegate 
to the AAGP, was master of ceremonies. 
e Dr. Fount Richardson, immediate past presi- 
dent of the AAGP, installed new officers of the 
Arkansas chapter during its 138th annual meeting 
in Little Rock. 

In office for the coming year will be Drs. L. A. 
Whittaker of Ft. Smith, president; Ross May- 
nard of Pine Bluff, vice president, and Thomas 
D. Honeycutt of Little Rock, secretary-treas- 
ure. Dr. C. Lewis Hyatt of Monticello was 
chosen president-elect. (See cut.) 

The scientific program of the October 12-13 
meeting proved to be one of the most successful 
ones to date. Registration included 164 M.D.’s, 
62 wives and 53 exhibitors. Special audience in- 
terest was evidenced in a hypnosis demonstra- 
tion by Dr. Milton Erickson of Phoenix. 

Principal speaker at an MD-Ladies luncheon 
was Dr. Carroll Witten of Louisville, Ky., speak- 
er of the AAGP Congress of Delegates. 

An “Olde Tyme Medicine Show and Carni- 
val,” consisting of steak dinner, contests, demon- 
strations, and strolling musicians was a popular 
social function. 
® Dr. V. L. Schlaser of Des Moines was named 
president-elect during Iowa chapter’s 12th an- 
nual meeting held at the Hotel Savery in Des 
Moines. Officers installed during the September 
18-20 meeting were Drs. Henning W. Mathiasen 
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of Council Bluffs, president; Eugene Smith of 
Waterloo, vice president, and Arnold Nielson of 
Ankeny, secretary-treasurer. 

Dr. Mathiasen, a former member of the chap- 
ter’s board of directors and vice president of the 
chapter in 1957 and 1958, succeeds Dr. L. H. 
Jacques as president. 

Over 200 doctors registered for the fine scien- 
tific program offered on Monday and Tuesday. 

Speakers for Monday’s session (see cut), in- 
cluded Dr. Stewart Wolf of Oklahoma City, 
“Disturbances in Urinary Function Related to 
Life Stress” and “Life Stress and the Hemody- 
namics of Essential Hypertension”; Dr. Mitchell 
J. Nechtow of Chicago, “‘Practical Gynecology” 
and “Abnormal Bleeding in Gynecology,” and 
Dr. John Adriani of New Orleans, “Therapy of 
Drug Induced Coma” and “Fallacies and Mis- 
conceptions Concerning Anesthesia for Infants 
and Children.” 


New Officers for Arkansas—Elected during the 18th annual 
meeting of the Arkansas chapter were (front row, left to right) 
Drs. L. A. Whittaker, president; C. Lewis Hyatt, president- 
elect; Ross Maynard, vice president, and Thomas D. Honey- 
cutt, secretary-treasurer. (Back row, left to right), are Drs. 
A. E. Andrews and John Busby, members of the board of 
directors; James M. Kolb, delegate; Guy Shrigley, alternate 
delegate, and C. Randolph Ellis, delegate. Two other newly- 
elected board members, Drs. James W. Branch and J. P. Price, 
are not shown. 
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brand of trifluoperazine 


the price Stelazine’ helps restore 


emotional stability without 


soporific effect 


“The particular advantage of ‘Stelazine’ as compared with 
many other ataractic drugs is that in low dosage there is almost 
complete freedom from side effects. . . . The lack of drowsiness 
and the feeling of alertness commended the drug to patients 


‘Stelazine’ has been used as a tranquilizer in more than 
2,000,000 patients. A specific anti-anxiety agent, ‘Stelazine’ 
works equally well in both agitated and hypoactive patients. 
; For use in everyday practice: 1 mg. and 2 mg. tablets, in 
. bottles of 50 and 500. N.B.: For complete information on t 
dosage, side effects, cautions and contraindications, see ; 


‘ 
who could thus continue in their normal occupations.”! { 
t 
t 


Physicians’ Desk Reference before prescribing. ( 


1. Bram, G.: The Treatment of Psychoneurotic Conditions with Trifluoperazine, 
Brit. J. Clin. Pract. 14:107 (Feb.) 1960. 
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“Battle of the Sexes” at Tuesday Luncheon—Doctors and 
their wives attending Iowa chapter’s Tuesday luncheon were 
treated to a lecture entitled ‘‘The Battle Between the Sexes and 
How To Reduce Skirmishes in Office Practice’ by Dr. 
Beverley Mead of Sali Lake City. 


= 


A special panel was presented Monday after- 
noon by the Committee on Conservation of 
Hearing of the State of Iowa. Drs. Byron Mer- 
kel, Des Moines; James Curtis, Iowa City, and 
Paul F. Chestnut, Winterset, discussed “Help 
for the Hard of Hearing Children.” 

Tuesday’s lecturers were Dr. T. J. Litzow of 
Rochester, Minn., ““Treatment of Common Lac- 
erations and Facial Injuries’; Dr. Robert L. 
Jackson of Columbia, Mo., “‘Management of 
Children with Diabetes Mellitus” and ‘‘Nutri- 
tional Care of Infants and Children’”’; Dr. Bever- 
ley T. Mead of Salt Lake City, “Management of 
the Chronically Anxious, Hypochondriacal Pa- 
tient,” and Dr. Ralph A. Reis of Chicago, 
“Planned Labor” and ‘The Problem of Spon- 
taneous Abortion.” 

Dr. Maleolm A. McCannel, Minneapolis, gave 
the Ernest E. Shaw Memorial Lecture during 
the Tuesday afternoon session. His topic was 
“The Family Doctor and His Problem Eye 
Cases.’? 

During the luncheons, a special program was 
presented for the doctors and their wives. 
Speaking at Monday’s luncheon was Dr. Peter 
A. Peffer, superintendent of Glenwood State 
School, who told of the therapeutic and training 
program at Glenwood. At the Tuesday luncheon, 
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Scientific Sessions—An outstanding scientific program was 
enjoyed by those attending Iowa chapter’s 12th annual 
meeting. 


Dr. Beverley T. Mead discussed “The Battle 
Between the Sexes and How to Reduce Skir- 
mishes in Office Practice.”’ (See cut.) 

e@ Dr. Guy T. Vise of Meridian was named presi- 
dent-elect by acclamation during Mississippi 
chapter’s 12th annual meeting in Jackson. Dr. 
Tom H. Mitchell of Vicksburg is the new presi- 
dent succeeding Dr. Robert J. Moorhead of 
Yazoo. 

Other officers selected during the September 
28-29 meeting were Dr. Eldon L. Bolton of 
Biloxi, vice president and Dr. John Roy Bane, Jr. 
of Jackson, secretary-treasurer. 

Dr. Lester D. Bibler of Indianapolis, a past 
vice president of the AAGP, was guest speaker 
during the annual luncheon. His address, en- 
titled “General Practitioner of 1970,” stressed 
the need for doctors to “‘wake up and close ranks 
or medicine is all through as an independent 
profession.” 

In taking a punch at the Forand bill, he de- 
clared, ““Young doctors must be alerted that a 
so-called desire for security from the great white 
father (federal government) is not the type of 
heritage America was built on.” 

Approximately 300 doctors from throughout 
the state attended the scientific sessions which 
were held at the Hotel Heidelberg. 
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hastens healing of most dermatoses 


In most of the common dermatoses, infection, inflammation and allergy...either singly or 
in combination...play a critical etiologic role. By virtue of its dual components Sterosan- 
hydrocortisone effectively combats all three factors. As a result, Sterosan-hydrocortisone 
in clinical use effectively brings about healing in 80-90% of dermatoses!“...is often effective 
in cases of long duration resistant to other topical therapy.2-4 Available in both cream and 
ointment form, Sterosan-hydrocortisone is light in color...cosmetically acceptable for use 
on exposed areas. 


References: (1) Lubowe, |. |.: Antibiot. Med. & Clin. Therap. 4:81, 1957. (2) Fox, H. H.: Antibiot. Med. 6:85, 1959. “= Get 

(3) Murphy, J. C.: Rocky Mountain M. J. 55:53, 1958. (4) Pace, B. F.: Med. Rec. & Ann. 51:370, 1957. 

Sterosan®-hydrocortisone, brand of chlorquinaldo! with hydrocortisone, Cream and Ointment containing 3% of elgy 
Sterosan and 1% of hydrocortisone. Tubes of 5 and 20 Gm. 

Geigy Pharmaceuticals, Division of Geigy Chemical Corporation, Ardsley, New York Geiyy 
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Among the speakers for the two-day session 
were Dr. J. L. Greenhill, professor of gyne- 
cology, and Dr. Philip Thorek, professor of 
surgery, both of Cook County Graduate School 
of Medicine, Chicago, and Dr. Frank Tullis, 
Chief, Department of Medicine, University of 
Tennessee, Memphis. 
eDr. Floris M. Herbert of Montgomery was 
recently appointed editor of Alabama chapter’s 
state publication, the Alabama Practitioner. Dr. 
Herbert succeeds Dr. L. R. Burroughs, Jr. of 
Birmingham who served as editor for the past 
three years. 

Completing her pre-med studies at Loyola, 

Dr. Herbert received her M.D. from Louisiana 
State University School of Medicine. Her hus- 
band, Dr. Conyers B. Relfe of Montgomery, is 
also a member of the Alabama chapter. 
@ A symposium on “Psychiatry in General Prac- 
tice” was sponsored by the Massachusetts chap- 
ter November 26-27 in Boston. Several well 
known doctors from the Boston area appeared on 
the program. 

Dr. Leonard F. Box, president; Dr. Charles A. 

Herrick, past president of the chapter, and Dr. 
William Chasen, chairman of the chapter’s 
Mental Health Committee, were the moderators 
for the discussions. 
@ A symposium on daily problems in heart care 
was sponsored recently by the Cleveland (Ohio) 
chapter and the Cleveland Area Heart Society 
at the Pick-Carter Hotel in Cleveland. Dr. Her- 
bert W. Salter, a member of the AAGP Board of 
Directors, was program chairman for the Novem- 
ber 9 meeting. 

Topics of discussion included various aspects 
of arteriosclerosis, hypertension, and coronary 
and cardiovascular diseases. 

During the luncheon, an entitled “The 
Heart to Heart Talk” was given by Dr. C. Knight 
Aldrich, University of Chicago School of Medi- 
cine. 

At another Ohio meeting, Academy Executive 
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Executive Director Speaks—Speaking at the Summit 
County (Ohio) chapter’s quarterly meeting in Akron, AAGP 
Executive Director Mac F. Cahal (left), stops for a chat 
with two chapter members, Dr. Charles E. Casto of Cuyahoga 
Falls (center) and Dr. Glenn Vincent Hough of Akron. 


Director Mac F. Cahal of Kansas City, Mo., 
addressed the Summit County chapter’s quar- 
terly meeting November 16 at the University 
Club in Akron. 

In his talk, entitled ‘‘Caution—Curves Ahead,” 

Mr. Cahal described the present program of the 
Academy and the pitfalls he sees in the future of 
general practice and medicine as a whole. 
@ The following officers were elected during the 
annual business meeting of the Harris County 
(Texas) chapter on November 14: Dr. Joseph T. 
Ainsworth of Houston, president-elect; Dr. H. 
W. Kilpatrick of Baytown, vice president; Dr. 
Cesar Elizondo of Houston, secretary, and Dr. 
Stanley E. Thompson of Richmond, treasurer. 
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FOR THE 
PARKINSON 
PATIENT 


smooth, straight-line motion... 


Stands out as a drug of choice in Parkinsonism. Appears 
well suited for a great number of patients.’ Unexcelled for 
sustained, continuing control of rigidity, tremors’... restora- 
tion of normal functional mobility...suppression of other 
symptoms...with minimal risk of untoward effects.’ 


Trihexyphenidyl HCI Le 
Indicated: All types of Parkinsonism including common Parkinsonoid side os of 1, Critchley, M .: British M. J. 2:1214 (Nov. 15) ! 
maine therapy. Supplied: Tablets, 2 mg. and 5 mg.; Elixir, 2 mg./ 2. Doshay, L. J.: “Current M. 7 22:11 (Nov.) 
jay, gr ually increased according to response, to 6-10 mg. Sally i in 3 divided thy at 3. De Jong, R. N.: J. Michigan M. Soc. 57: :722 (May) } 


times. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Tuesday Program Focuses on Surgery, Gynecology and Obstetrics 


AFTER EXHAUSTIVE EVALUATION on Monday of 
hope for a physician’s economic survival, the 
Tuesday, April 18, program will turn to some of 
the direct, practical problems of the practice it- 
self. The subject areas to be touched on include 
abdominal surgery, trauma, gynecology and ob- 
Btetrics. It will be a day filled with immediate 
“take home pay.” 

The opening lecture on “The So-Called ‘Sim- 
ple Hernia’”’ will be presented by Dr. J. A. 
Glassman of Miami Beach. Dr. Glassman is assis- 
tant clinical professor of surgery at the Univer- 
sity of Miami Medical School. His surgical staff 
appointments include Jackson Memorial, St. 
Francis and Mount Sinai Hospitals. He was for- 
merly professor of surgery at Cook County 
Postgraduate Medical School and associate pro- 
fessor at Chicago Medical School. Author of 
humerous scientific contributions in his special 
field, Dr. Glassman has recently published a 
text on Care of the Surgical Patient. His profes- 
sional affiliations include Sigma Xi, national 
research society. 

In discussing the 
“simple” hernia that 
fan turn complex in 
Mid-stride, Dr. Glass- 
Man will consider such 
problems as: ideal re- 
pair in a sliding hernia 
containing sigmoid, ce- 
cum or bladder; the 
Recessity of orchidec- 
tomy to effective re- 
pair; the role of pros- 
thetic materials; justi- 
fication for concomitant 
appendectomy; and 
techniques for best deal- 


J. A. Glassman, M.D. 
Dr. Glassman will have 
pointers on dealing with 
the so-called simple hernia. 
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ing with “direct sag.”” We are advised that this 
will be a blackboard “chalk talk” lecture and 
that it is fascinating to watch Dr. Glassman devel- 
op his techniques visually while he is speaking. 


Gastrointestinal Surgery 


The second speaker has been characterized by 
one medical pundit as “one of the four most 
respected men in American medicine today.” 
Alton Ochsner began his medical career 41 years 
ago in St. Louis, did postgraduate study at the 
Universities of Zurich and Frankfurt, won his 
pedagogic spurs at Northwestern and Wisconsin, 
and for the past 23 years has been identified with 
Tulane—in addition to heading the Ochsner 
Clinic and Foundation. A member of every per- 
tinent medical society (including a dozen in for- 
eign lands) and equally ubiquitous as an editor 
and author (18 and over 400, respectively), Dr. 
Ochsner has been the object of more awards and 
honors than normally come to two men in a 
lifetime (including Rex 
of the Mardi Gras in 
1948). 

Dr. Ochsner’s subject 
will be “Delayed Se- 
quelae of Upper Gas- 
trointestinal Surgery.” 
With constantly better 
training, better chemo- 
therapeutics and refine- 
ments in techniques, the 
incidence of such se- 
quelae is steadily de- 
clining. But when they 
do occur, a prompt and 
clear understanding of 
their probable causes 


Alton Ochsner, M.D. 

Dr. Ochsner, one of the 
nation’s top teachers, will 
explain what to do about 
delayed sequelae of upper 
gastrointestinal surgery. 
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REASONS WHY 
THE OFFICE BOVIE 
IS IDEAL FOR 
YOUR PRACTICE 


THE OFFICE 


EASY TO OPERATE—No complicated settings 
or adjustments. Just two controls: one for 
the amount of power, the other for selecting 
one of three electrosurgical currents. 


WIDE SCOPE OF USE—Among the “hundred- 
and-one” uses in your practice are: sterili- 
zation of abscess, excisional biopsies, cervi- 
cal conization, treatment of acne, warts, 
moles, coagulating tonsil tags and remnants. 


EASY DUPLICATION OF TECHNIQUES—Bovie’s 
patented, self-compensating spark-gaps, and 
stepless power control, enable duplication 
of techniques once power settings are es- 
tablished. 


} 


ELECTROSURGICAL UNIT 


4 SAVES HOSPITALIZATION—Safe, effective 
treatment of all forms of minor electrosur- 
gery in your own office saves patients incon- 
venient, needless hospitalization. 


5 speciat ADVANTAGES—Bovie Unit sterilizes 
as it cuts, or coagulates...controls bleed- 
ing. It is less painful, more rapid and more 
precise than other methods. 


Contact your Ritter dealer, or send coupon, for 
further information on the famous, dependable 
Office Bovie! 


RITTER COMPANY, INC. 


Made by the Makers of the Famous Hospital Bovie 


MEDICAL DIVISION 


2501 Ritter Park 

Rochester 3, New York 

Please send me literature on the L-F Office 
Bovie Electrosurgical Unit. 
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and of effective preventive and corrective meth- 
ods is essential. Specific conditions to be reviewed 
include nutritional difficulties; recurrent ulcera- 
tion; dumping syndrome; intestinal obstruction; 
and retrograde intussusception (the last two be- 
ing the least common). This should be one of the 
more valuable presentations of the entire pro- 
gram, from one of the nation’s top teachers. 


Trauma Panelists 


Early in its deliberations on the 1961 program, 
the committee recognized the important role 
which extremity trauma plays in the family doc- 
tor’s practice. Equally apparent was the fact 
that (1) the subject has many facets and avenues 
of approach, and that (2) the panel technique 
with an alert general practitioner as moderator 
offered the most effective method of keeping the 
subject in focus. The obvious choice as modera- 
tor, both by familiarity with the problems and 
by sound indoctrination in programming, was 
Dr. Bernard Harpole—himself a member of the 
committee. A product of Deer Lodge, Mont., and 
(professionally) of St. Louis University, ‘‘Doc- 
tor Harp’’ has been in general practice in Port- 
land, Ore. for 14 years, clinical instructor in sur- 


Trauma Panelists—Dr. Bernard Harpole (left to right) will moderate a panel dis- 
cussion presented by Dr. Arnold Griswold and Dr. Lenox Baker. Dr. Griswold will 
concentrate on injuries to the soft tissues of the extremities. Dr. Baker will cover 


major fractures and minor therapy. 
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gery at University of Oregon since 1949, is on the 
active staff of St. Vincent’s Hospital and long 
identified with numerous community activities. 
He was president of his state chapter in 1956, is 
editor of Oregon GP and will be chairman for the 
1962 Assembly program in Las Vegas. 

The first of his panelists will be Dr. Lenox 
D. Baker, professor of orthopedic surgery at 
Duke University, medical director of the North 
Carolina Cerebral Palsy Hospital, and member 
of the North Carolina State Board of Health (to 
which he is medical advisor of the Crippled Chil- 
dren’s Division). Dr. Baker is a past president of 
the American Academy for Cerebral Palsy and of 
his state medical society. In addition, according 
to our North Carolinian spies, he is one of the 
ablest and most stimulating speakers in the 
entire Southeast. 

Dr. Baker has selected as the subject of his 
part of the discussion: “Major Fractures and 
Minor Therapy.” Basing his approach on the 
premise that the treatment of fractures too often 
errs on the side of complicated and elaborate 
procedures, he will review the various types of 
fractures and stress the desirability of using the 
simplest possible technique in every instance. 
Particular attention will be given to those frac- 
tures susceptible to treatment 
in the office or small clinic, 
with an indication of those 
measures which the general 
practitioner may reasonably 
undertake in the home. Some 
consideration will also be 
given to the particular prob- 
lems inherent in the care of 
fractures in children. 

The other panelist is Dr. 
R. Arnold Griswold of Louis- 
ville, Ky., who came to the 
program committee’s atten- 
tion with the recommenda- 
tion: “Griswold can teach 
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you more surgery in 30 minutes than most pro- 
fessors can in a week.” His society affiliations 
certainly bear this out: American and Southern 
Surgical Associations, International Society for 
Surgery, Southeastern Surgical Congress, Ameri- 
can Association for the Surgery of Trauma (of 
particular interest in connection with this panel) 
and others. 

Dr. Griswold’s contribution to the discussion 
will concentrate on injuries to the soft tissues of 
the extremities. Emphasis will be given to the 
special problems in the care of the open wound 
of the extremities, particularly as regards sur- 
gical cleansing (debridement), with directives for 
the choice of primary closure, secondary closure 
or open treatment. Consideration will be given to 
the preventive care of such wounds, including tet- 
anus and clostridial infection. Also to be covered 
will be the care of wounds of the soft tissue in 
open fractures, as well as wounds of muscles, 
nerves and blood vessels in such injuries. 


Vaginitis Therapy 

In the afternoon, attention will turn to the 
area of gynecology and obstetrics. The first lec- 
ture under this heading will be: ““What to do 
About Vaginitis,” presented by Dr. William F. 
Guerriero of Dallas. Dr. Guerriero is clinical 
professor of Ob-Gyn at Southwestern Medical 
School and has been a teacher for 25 years—12 
of them on a full-time 

basis. His staff connec- 

tions include Baylor 

University Medical 

Center, Parkland 

Memorial and Saint 


William F. Guerriero, M.D. 
Dr. Guerriero will stress 

the causes of vaginitis before 
launching into a complete 
discussion of therapy. 


Paul’s Hospitals. He has made over 50 contribu- 
tions to the professional literature and lists mem- 
bership in a fistful of impressive obstetric and 
gynecologic associations. 

Dr. Guerriero will base his presentation on a 
review of the “‘edeologic’”’ (your reporter thought 
this was a typewriter slip for ‘‘etiologic’”’ until he 
looked it up!) causes of vaginitis with particular 
reference to the causative organism, the methods 
of diagnosing the presence of the causative or- 
ganism and a discussion of the organisms.”’ A 
further review of the signs and symptoms that 
can aid in a differential diagnosis will lead into a 
complete discussion of therapy, with specific 
reference to correction of the infection-source, 
the psychosomatic aspects and the drug arma- 
mentarium. 


Female Hormones 


The second speaker of the afternoon is almost 
a household word to anyone interested in the 
problems of gynecology, obstetrics or the endo- 
crines—Dr. Robert B. Greenblatt, professor of 
endocrinology at the Medical College of Georgia. 
Some weeks prior to this writing he sent to the 
Headquarters office a typically gracious appre- 
ciation of the invitation to speak—and with 
typical modesty neglected to enclose the re- 
quested curriculum vitae! But no one needs 
pages of biography to know that Bob Greenblatt 
is a speaker one will 
go far distances to 
hear. His long record 
as consultant to the 
Veterans Administra- 
tion, the Army and 


Robert B. Greenblatt, M.D. 
Dr. Greenblatt will 

evaluate the role of new 
progestational agents in treating 
the female. 
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a pair of gynecologic patients: 


both are free of pain— but only one is on 


DILAUDID. 


(Dihydromorphinone HCl) 


swift, sure analgesia normally unmarred by nausea and vomiting 


f 
DILAUDID provides unexcelled analgesia before and after gynecologic, obstetric ; 
and surgical procedures. Its high therapeutic ratio is commonly reflected by lack of a 
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and constipation. 
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2 mg., 3 mg., and 4 mg. G 


May be habit forming—usual precautions should be observed as with other opiate analgesics. 
OR) KNOLL PHARMACEUTICAL COMPANY orancer, NEw seRSEY 


USPHS; his authorship of Office Endocrinology, 
his battle service in World War II—these are 
only icing on the cake. 

Dr. Greenblatt’s subject is “The Female Hor- 
mones”—which title he quickly rips apart by 
noting that the stallion produces more estrogens 
than does the mare! Progesterone, as the only 
true “‘female’’ hormone, will be evaluated in the 
light of present laboratory and clinical experi- 
ence and the many new progestational agents 
described. Specific attention will be given to the 
role of these analogues in the management of the 
amenorrheas, functional uterine bleeding, dys- 
menorrhea, premenstrual tension, endometriosis, 
puberal breast hypertrophy, nymphomania, de- 
lay of menstruation, infertility, habitual abor- 
tion in endometrial carcinoma. 


Adnexal Disease 


Bridging the gap, so to speak, between matters 
gynecologic and those pertaining directly to 
birth, Dr. Isadore Dyer will present a lecture on 
“Adnexal Disease’’ following the afternoon re- 
cess. Few need to be informed that Dr. Dyer 
is professor of obstetrics at Tulane University. A 
native of New Orleans, he also heads the De- 
partment of Obstetrics at Charity Hospital, is 
on the senior staff at Touro Infirmary and 
Ochsner Foundation Hospital, and serves as con- 
sultant to Sara Mayo, Huey Long Charity, 
Lallie Kemp Charity and Keesler Air Force Base 
Hospitals. 

Dr. Dyer points out, in abnormalities of the 
fallopian tube and ovary, the difficulty in dis- 
tinguishing whether the condition is urgent or 
elective, malignant or benign. Another consider- 
ation in making a differential diagnosis is 
whether the patient is young, middle-aged, or 
postmenopausal. The discussion will include dis- 
eases of the fallopian tube, including ectopic 
pregnancy, as well as the entire gamut of ovarian 
conditions that may simulate emergencies— 
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Isadore Dyer, M.D, 
Dr. Dyer will give illustrations 
detecting benign conditions 
in which ovaries have been 
needlessly sacrificed. 


with some illustrations helpful in detecting cer- 
tain benign conditions in which ovaries have 
been needlessly sacrificed in the past. 


Labor Emergencies 


The next speaker is distinguished on several 
points. First, his comparative youth—Dr. Denis 
Cavanagh, assistant professor of obstetrics- 
gynecology at University of Miami, is a mere 36. 
Second, he was born in Scotland, took his col- 
lege education at St. Mirin’s Academy in his 
home town of Paisley, served 44 months (in- 
cluding World War II) with the Royal Air 
Force, received his medical degree from the 
University of Glasgow in 1952. He came to 
America three years later, served residencies in 
Jersey City and Baltimore, joined the Miami 
University faculty in 1957, then 12 months later 
took a year’s leave of absence to do research in 
gynecologic cancer at the University of Texas. 
He has already made nearly two dozen contribu- 
tions to the literature, including a major mono- 
graph on Obstetrical Emergencies now in press. 

Dr. Cavanagh’s subject is ‘Emergencies in the 
First Stage of Labor,” in which he will outline a 
logical approach to the more common of these 
crises. Modern trends in diagnosis and manage- 
ment of uterine dysfunction, cephalopelvic dis- 
proportion, malpositions and malpresentations 
will be included as well as a discussion of the 
differential diagnosis and management of intra- 


Denis Cavanagh, M.D. 
Dr. Cavanagh will outline 
a logical approach 

to emergencies in the first 
stage of labor. 
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a practical clinical 
interpretation of the probable 
effect of radiation on pregnancy. 


partum hemorrhage. Finally, the salient features 
of ‘‘fetal distress” will be considered, with special 
reference to umbilical cord prolapse. 


Radiation and Pregnancy 


The last lecture of the day deals with the vital 
and timely subject of “Radiation and Preg- 
nancy’’—for which the committee turned to the 
U.S. Navy and the country’s recognized author- 
ity on the subject. Cmdr. Thomas B. Lebherz 
(who will have advanced to the rank of captain 
by Assembly time) received his medical educa- 
tion at Georgetown University, went into naval 
service for his residency in obstetrics and gyne- 
cology, and has made the Navy his career ever 
since. He is presently chief of obstetrics and 
gynecology at Bethesda Naval Hospital. The 
broad spectrum of his interests is suggested by 
the published results of some of his clinical 
studies: Premature Rupture; Progestin in Endo- 
metriosis; Leukoplakia and Cervical Dysplasia; 
Saddle Block Anesthesia; Use and Abuse of 
Fibrinogen. 

Dr. Lebherz will review present opinion on 
sources and probable effect of radiation on preg- 
nancy, with practical clinical interpretation. 
Specific recommendations as to management 
will be made, with delineation of the respective 
responsibilities of both roentgenologist and at- 
tending physician. Suggestions will be made 
concerning the present day status of radioisotope 
studies and irradiation-managed malignant dis- 
ease, as they relate to the pregnant woman and 
the unborn child. If any of your patients have 
been expressing fears regarding the effects of 
radiation, or if you have felt any professional 
concern on the subject, you can get the answers 
from an expert at 4:30 P.M. on April 18. 
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Scientific Lecture Program 
APRIL 17-20, MIAMI BEACH, FLORIDA 
Hour mMoNDAY > April 17 
9:00-9:30 a.m. REGISTRATION 
BEGINS 9:00 A.M. 
9:30-10:00 A.M. OPENING OF SCIENTIFIC 
AND TECHNICAL EXHIBITS 
10:00-11:00 a.m. 
11:00-11:30 a.m. 
11:30-12:00 a.m. 
OPENING OF PROGRAM 
12:00-1:30 P.M. 1:00 P.M. 
1:30-2:00 p.m. Economics of Medicine, Today 
and Tomorrow 
J.S. DETAR, M.D., 
Moderator 
2:00-2:30 P.M. 
Mr. WALTER P. REUTHER 
EDWIN VINCENT ASKEY, M.D. 
Mr. RoGER FLEMING 
2:30-3:00 P.M. Mr. HowarD HassarD 
Mr. CONRAD COOPER 
3:00-4:00 RECESS FOR EXHIBITS 
4:00-4:30 P.M. Economics of Medicine 
Panel Discussion 
4:30-5:00 P.M. 
Evening DELEGATES’ DINNER 
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spay April 18 


WEDNESDAY April 19 


THURSDAY * April 20 


he So-Called “‘Simple Hernia’’ 
J, A, GLASSMAN, M.D. 


played Sequelae of Upper G.I. Surgery 
TON OCHSNER, M.D. 


Diseases of Medical Progress 
EDWARD H. RYNEARSON, M.D. 


Common Ear Problems 
LESTER A. BROWN, M.D. 


Physical Diagnosis 
Louis A. M. KRAUSE, M.D. 


Surgery of the Nasopharynx 
FREDERICK T. HILL, M.D. 


ESS FOR EXHIBITS 


RECESS FOR EXHIBITS 


RECESS FOR EXHIBITS 


uma of Extremities 

BERNARD P. HARPOLE, M.D., 
Moderator 

LENOX D. BAKER, M.D. 
RNOLD GRISWOLD, M.D. 


Effects of Exercise on Cardiacs 


HERMAN K. HELLERSTEIN, M.D. 


Dropsy 
GEORGE T. HARRELL, JR., M.D. 


ON RECESS 


NOON RECESS 


hat to Do About Vaginitis 
WILLIAM F. GUERRIERO, M.D. 


Can You Diagnose Cancer? 
EMERSON Day, M.D. 


e Female Hormones 
ROBERT B. GREENBLATT, M.D. 


Nonsurgical Treatment of Cancer 
Davip A. KARNOFSKY, M.D. 


Bnexal Disease 


ADORE DYER, M.D. 


Living with Cancer 
MALCOM PHELPS, M.D. 


RECESS FOR EXHIBITS 


hergencies in the First Stage of Labor 
DENIS CAVANAGH, M.D. 


Dermatology in Your Office 
LEON GOLDMAN, M.D. 


diation and Pregnancy 
OMDR. THOMAS B, LEBHERZ, MC, USN 


Tumors of the Skin 
RICHARD D. BRASFIELD, M.D. 


TE CHAPTER FUNCTIONS 


PRESIDENT’S RECEPTION 


Adolescent and Postadolescent Problems 
GoopricH C. SCHAUFFLER, M.D., 
Moderator 
GEORGE A. CONSTANT, M.D. 
EDWARD M. LITIN, M.D. 


LECTURE PROGRAM 
ENDS 12:00 NOON 


EXHIBIT HALLS CLOSE 
12:30 P.M. 
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HOUSE CALL ECG TEST demands a lightweight, 
yet rugged and accurate instrument you 
can carry anywhere. The Sanborn “300 Visette”’ 
weighs 18 pounds complete, is little larger than 
your briefcase, performs accurately trip after trip. 
. . . In your office or laboratory, a 2-speed, 
highly versatile ECG can be one of your most 
valuable diagnostic tools. The Sanborn ‘100 
Viso” records at 25 or 50 mm/sec., at any of 3 
sensitivities, accepts non-ECG inputs and output 
monitoring equipment. 


MEDICAL 
SAN BORN 


And in clinic or hospital use, an ECG with all 
its accessories that can be rolled effortlessly from 
place to place saves time, lets one instrument 
answer many calls. The Sanborn “100M Viso” 
— a mobile cabinet.version of the “100 Viso” — 
provides complete mobility in a precision ECG. 

Call or write your nearby Sanborn Branch 
Office or Service Agency for complete instru- 
ment information and details of the 15-day trial 
plan and convenient time payment purchase 
arrangement. 


DIVISION 


175 Wyman Street Waltham 54, Massachusetts 
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Joint Planning Conference in Miami Beach 
Pinpoints 1961 Assembly Arrangements 


PLANS for the Academy’s 1961 Scientific Assem- 
bly on April 17-20 in Miami Beach, Fla. under- 
went final detailing at a recent joint planning 
conference in Miami Beach and progress reports 
were given on the various phases of Assembly 
activities. 

Gathering at the Eden Roc Hotel October 23 
were Dr. Paul S. Read, representing the Execu- 
tive Committee; Board Member Walter Sackett; 
Dr. Amos Johnson and members of his Commit- 
tee on Scientific Assembly; Dr. Franklin Evans, 
chairman of the Local Arrangements Committee; 
key subcommittee chairmen; Mrs. Walter J. 
Glenn, chairman of the Ladies’ Entertainment 
Committee, and her assistant, Mrs. Franklin 
Evans; Mr. Tom Smith, manager of the Miami 
Beach Convention Bureau and his staff mem- 
bers; John Hanni, executive secretary of the 
Dade County Medical Society; Executive Direc- 
tor Mac Cahal and Assembly staff department 
heads from Headquarters. 

Dr. Evans reported that the following mem- 
bers have been named chairmen of local ar- 
rangement subcommittees: Dr. Milton S. Gold- 
man, registration; Dr. Daniel Kindler, hos- 
pitality; Dr. T. Douglas Sandberg, scientific 
exhibits. 

One of the spectaculars of this year’s Assembly 
will be the mortgage-burning ceremony on Mon- 
day, April 17. By Assembly time the mortgage 
on the Headquarters building in Kansas City 
will have been retired and an appropriate ob- 
servance will be held at 3 P.M. in the Miami 
Beach Auditorium during a break in the scientific 
program. The special five-minute ceremony will 
be conducted by Dr. Albert Ritt, chairman of 
the Finance Committee. 

The Chamber of Commerce and native Flori- 
dians give assurance that April will be their finest 
month, weatherwise. In view of this, Mrs. Walter 


GP January 1961 


Glenn promises a program of activities for the 
ladies which will allow time to get into the 
Florida sunshine. 

The Assembly’s social highlight, the Presi- 
dent’s Reception, will be held on Wednesday 
evening, April 19, in the Eden Roc following 
inaugural ceremonies for Dr. Floyd C. Bratt, 
the incoming president. 


Pinpointing Strategy—Final detailing of the 1961 Scientific 
Assembly was the purpose of the recent Joint Planning Con- 
ference in Miami Beach. Shown left to right at the head of 
the luncheon table are Dr. Franklin Evans, chairman of the 
Local Arrangements Committee; Mrs. Walter Glenn, chair- 
man of the Ladies’ Entertainment Committee; Director Paul 
Read, representing the Executive Committee, and AAGP 
Executive Directér Mac Cahal. 
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APRIL 17-20, 1961 
MIAMI BEACH, FLORIDA 


Assignments Will Begin on November 1, 1960. 


ALTHOUGH there is a large number of hotels in 
Miami Beach and a maximum of their rooms will 
be available for our Assembly, previous years’ at- 
tendance indicates all rooms will be assigned by 
March 1, 1961. But if you are unable to attend, 
cancel early so another member may have an 
opportunity to attend. 


REMEMBER: 


e Room assignments will be made in order 
received. 


e Reservation requests should be sent to 
the AAGP Housing Bureau, P.O. Box 
1511, Miami Beach, Florida. 


e No rooms available at the Eden Roc ex- 
cept those set aside for delegates and 
speakers. Delegates must make their 
own reservations although a block of 
rooms is reserved for them. A special 
form will be sent delegates of record. 


e Be sure to list definite arrival and de- 
parture time; names of all occupants of 
room. 


The Congress of Delegates convenes at 


FOR YOUR CONVENIENCE in making hotel reser- 
vations for the coming meeting of The Ameri- 
can Academy of General Practice on April 
15-20, 1961, in Miami Beach, hotels and their 
rates are listed. Use the form on the opposite 
page, indicating your first, second and third 
choice. Because of the limited number of sin- 
gle rooms available, you will stand a much 
better chance of securing accommodations at 
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Annual Scientific Assembly 


The American Academy of General Practice 


Application for Housing Accommodations 


2:00 p.m., Saturday, April 15, at the 
Eden Roc Hotel. 


Academy Headquarters for the scientific 
Assembly will be at the Miami Beach 
Auditorium. Scientific sessions open at 
1:00 p.m., Monday, April 17. 


Delegates’ registration at the hotel Sat- 
urday morning, April 15. Advance regis- 
tration for members at the hotel on Sat- 
urday afternoon, April 15, and Sunday, 
April 16; also at the Miami Beach Audi- 
torium on Sunday, April 16. Starting 
Monday morning, April 17, all registra- 
tion at the Miami Beach Auditorium. 


CANCEL EARLY if you cannot attend so 
another member may obtain a room. 


the hotel of your choice if you request rooms 
to be occupied by two or more persons. All 
reservations must be cleared through the 
housing bureau. All requests for reservations 
must give definite date and hour of arrival as 
well as definite date and approximate hour of 
departure. Names and addresses of all pete 
who will occupy rooms requested MUST be 
included. 
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APPLICATION FORM FOR HOUSING ACCOMMODATIONS 


AAGP Housing Bureau 
P.O. Box 1511 
Miami Beach, Florida 


Single Room 
Other Type of Room 


Twin Bedded Room. 


Single Twin Suite 
1. Algiers 12.00 14.00-16.00 32.00- 48.00 
2. Atlantis 7.00 8.00-10.00 
3. Barcelona 10.00 10.00-14.00 30.00 
4. Belmar 6.00 8.00-10.00 
5. Casablanca 9.00 11.00 
6. Crown 10.00 12.00-14.00 25.00- 45.00 
7. Deauville 12.00-20.00 
8. Delmonico 14.00-16.00 16.00-18.00 
9. Delano 8.00-10.00 10.00-14.00 
10. di Lido 8.00-10.00 10.00-14.00 24.00- 42.00 
11. Eden Roc 14.00-16.00 18.00-20.00 25.00- 74.00 
(Headquarters Hotel—No Rooms Available) 
12. Empress 8.00 10.00-12.00 
13. Fairfax 8.00-10.00 12.00- 14.00 
14. Fontainebleau 16.00-22.00 16.00-22.00 50.00-100.00 
(Also Headquarters Hotel—Limited Number of Rooms Available) 
15. Lucerne 9.00 10.00-12.00 25.00- 37.00 
16. Montmartre 12.00 14.00-18.00 
17. National 10.00 22.00 
18. Nautilus 9.00 10.00 14.00- 22.00 
19. President Madison 8.00 10.00 20.00 
20. Prince Michael 7.00 9.00 
21. Promenade 7.00 9.00 18.00 
22. Raleigh 8.00 10.00 
23. Rendale 5.00 6.00 12.00- 14.00 
24. Richmond 8.00 8.00 
25. Robert Richter 10.00 
26. Roney Plaza 10.00-14.00 12.00-16.00 30.00- 60.00 
27. Sagamore 10.00 12.00 18.00 
28. San Marino 8.00 10.00-12.00 24.00 
29. Sans Souci 12.00 12.00 
30. Saxony 12.00-16.00 12.00-16.00 30.00 
$1. Sea Gull 8.00 10.00-14.00 
32. Sea Isle 10.00 12.00-16.00 
33. Seville 12.00 14.00-16.00 30.00- 45.00 
34. Shelborne 10.00-12.00 14.00-18.00 32.00- 50.00 
35. Sherry Frontenac 8.00 9.00-11.00 
36. Shore Club 8.00 10.00-14.00 
37. Sorrento 6.00-10.00 6.00-10.00 
38. South Seas 6.00 8.00 14.00 
39. Surfcomber 6.00 8.00- 9.00 20.00- 30.00 
40. Surfside Plaza 8.00 10.00 
41. Traymore 7.00 9.00 
42. Versailles 10.00 10.00 


The above quoted rates are existing rates, but are, of course, 
subject to any change which may be made in the future. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO APRIL 1, 1961 


Please reserve the following accommodations 
for the AAGP Annual Scientific Assembly 
on April 17-20, 1961 in Miami Beach. 


First Choice Hotel.........................-- 
Arriving at Hotel (date) 


2 Room Suite 
Rate: From $.............. 
Third Choice Hotel 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of 
both persons for each twin bedded room requested. Names and addresses of all persons for whom you are 
requesting reservations and who will occupy the rooms asked for: 


(Individual Requesting Reservations) 


Name... 


Address 


State 


GP January 1961 


If the hotels of your choice are unable to 
accept your reservation, the AAGP Hous- 
ing Bureau will make as good a reserva- 
tion as possible elsewhere providing that 
all hotel rooms available have not al- 


ready been taken. 
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BESIDES jogging and refreshing you on 
diagnosis and therapy, 1960 Abstracts 
brings you new ideas presented at the 
Scientific Assembly in Philadelphia. You 
get information you can use about con- 
ditions you encounter. Of 141 articles, 14 
deal with obstetrics and gynecology. Ten 
concern pediatrics. Eight discuss arth- 
ritic conditions. 

You appreciate how quickly Abstracts 
delivers its content (see the opposite 
page to learn how this is accomplished). 
In brown imitation leather binding, Ab- 
stracts look good on your desk or shelf 
— shows you’re interested in staying 
abreast of science. The price is ten dol- 
lars a copy, postage paid. Satisfaction 
guaranteed or your money back. 


MATHEW R. FITZPATRICK, M.D., 
inspects a copy of Abstracts. 


HOW CAN 


1960 Abstracts 
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MY PRACTICE? 
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CONTINUED FROM PAGE 33 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


MARCH 

*1-2: Indiana University School of Medicine, course in 
anesthesia, Indiana University School of Medicine, 
Indianapolis. (14 hrs.) 

*6-8: University of Kansas School of Medicine, course in 
pediatrics, University of Kansas Medical Center, Kansas 
City. (21 hrs.) 

*6-10: University of Oklahoma Medical School, advance 
course in electrocardiography, University of Oklahoma 
Medical School, Oklahoma City. (35 hrs.) 

*8-9: Indiana University School of Medicine, course in 
obstetrics and gynecology, Indiana University School 
of Medicine, Indianapolis. (11 hrs.) 

"13: University of Kansas School of Medicine, course in 
“What’s New in Orthopedics,” University of Kansas 
Medical Center, Kansas City. (7 hrs.) 

*13-17: Pennsylvania chapter and Philadelphia chapter, 
course on physiologic basis of cardiovascular diseases, 
Albert Einstein Medical Center, Philadelphia. (35 hrs.) 

15-16: Indiana chapter, annual meeting, Murat Temple, 
Indianapolis. 

*16: Nebraska and Iowa chapters, et al, course in practical 
therapeutics, Sheraton-Fontenelle, Omaha. 

“16-17: Nebraska chapter and the University of Nebraska 
College of Medicine, course in gastroenterology, Uni- 
versity of Nebraska College of Medicine, Omaha. 

20-22: Dallas Southern Clinical Society, Spring Clinical 
Conference, Medical Arts Building, Dallas, Tex. 

*20-24: University of Kansas School of Medicine, medical- 
surgical clinical symposia, University of Kansas Medical 
Center, Kansas City. (85 hrs.) 

*22-24: University of Buffalo School of Medicine, course 
in allergy, University of Buffalo School of Medicine, 
Buffalo, N. Y. (21 hrs.) 

“24: Nebraska chapter and the University of Nebraska 
College of Medicine, course in physical medicine, Uni- 
versity of Nebraska College of Medicine, Omaha. 
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*27-30: College of General Practice of Canada, scientific 
assembly, Queen Elizabeth Theatre and Hotel Van- 
couver, Vancouver. 

*27-31: Columbia University College of Physicians and 
Surgeons, clinical neurology, Mt. Sinai Hospital, New 
York City. (30 hrs.) 

28-30: Nevada Division of the American Cancer Society, 
third annual cancer seminar, Riverside Hotel, Reno. 

*29: Indiana University School of Medicine, cancer sym- 
posium, Indianapolis. (7 hrs.) 

*30: Nebraska chapter and the University of Nebraska Col- 
lege of Medicine, course in obstetrics, Lincoln. 


APRIL 

*3-7: Columbia University College of Physicians and Sur- 
geons, course in gastroenterology, Mt. Sinai Hospital, 
New York City. (80 hrs.) 

*5-6: University of Buffalo School of Medicine, course on 
arthritis, University of Buffalo School of Medicine, 
Buffalo, N.Y. (14 hrs.) 

*10-12: University of Kansas School of Medicine, course 
in otolaryngology, University of Kansas Medical Center, 
Kansas City. (21 hrs.) 

*10-15: University of Buffalo School of Medicine, course 
on anesthesia, University of Buffalo School of Medicine, 
Buffalo, N.Y. ($9 hrs.) 

*12-14: University of Kansas School of Medicine, course 
in ophthalmology, University of Kansas Medical Center, 
Kansas City. (21 hrs.) 

*13: University of Wisconsin Medical School, course on 
hematologic disorders in pediatrics, Wisconsin Center 
Building, Madison. (18 hrs.) 

*13-14: Columbia University College of Physicians and 
Surgeons, course in proctology, Mt. Sinai Hospital, 
New York City. (10 hrs.) 

16-21: American College of Obstetricians and Gynecolo- 
gists, meeting, Boston, Mass. 

*17-18: Nebraska chapter and the University of Nebraska 
College of Medicine, course in pediatrics, University 
of Nebraska College of Medicine, Omaha. 

*17-19: University of Kansas School of Medicine, course in 
anesthesiology, University of Kansas Medical Center, 
Kansas City. (21 hrs.) 

*17-20: American Academy of General Practice, Annual 
Scientific Assembly, Miami Beach Auditorium and Con- 
vention Hall, Miami Beach, Fla. (14 hrs.) 

*20-21: University of Kansas School of Medicine, course 
in cardiac auscultation, University of Kansas Medical 
Center, Kansas City. (14 hrs.) 

22: Rhode Island chapter, annual meeting, Sheraton- 
Biltmore Hotel, Providence. 
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NOULOSCS 
reatment of headache 


: LER AL effectively relieves distress of 


SPACETABS* hot flashes - sweating - headache 
- excessive fatigability 
- irritability - palpitation - insomnia 


: “A double blind study shows that the integrative action of... Bellergal Spacetabs is well suited for the 
: symptomatic treatment of patients with vasomotor symptoms. Excellent to good results were achieved 
in 78 per cent of all complaints in all ambulatory patients treated with Bellergal Spacetabs... 
Symptoms of autonomic instability in patients with psychosomatic disorders alone, in those in i 


the menopause, or in those in whom it was concomitant with organic disease were well controlled.” 
Bernstein, A. and Simon, F.: Angiology 9:197, August 1958. 


BELLERGAL SPACETABS —Bellafoline 0.2 mg., ergotamine tartrate 0.6 mg., phenobarbital 40.0 mg. ¢ 
Dosage: 1 in the morning, and 1 in the evening. 


BELLERGAL TABLETS —Bellafoline 0.1 mg., ergotamine tartrate 0.3 mg., phenobarbital 20.0 mg. we 
Dosage: 3 to 4 daily. In more resistant cases, dosage begins with 6 tablets daily and is slowly reduced. S NDOZ 
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THE MEDICAL PROFESSION is offering state officials 
its fullest cooperation in an effort to get the new 
federal-state program for medical care of the 
needy and near-needy aged underway in indi- 
vidual states as soon as possible. 

At the same time, physicians have been warned 
that they must continue vigorous opposition to 
the Kennedy Administration’s plans for adding 
medical care for older persons under the social 
security system. The new President is expected to 
submit such a social security plan to Congress 
early in 1961—even though it was rejected last 
summer. 

E. Vincent Askey, M.D., president of the AMA, 
outlined the two-front campaign of the medical 
profession in an address to the House of Dele- 
gates at the recent clinical meeting in Washing- 
ton. 

Dr. Askey urged that all county and state 
medical associations provide the medical leader- 
ship necessary to implement the new federal- 
state (Mills-Kerr) program “as rapidly as pos- 
sible.” The House of Delegates followed up by 
adopting such a resolution. 

“We must put forth a sincere and concentrated 
effort during the coming year to make the Mills- 
Kerr law effective, to show that it can, prac- 
tically as well as potentially, solve the problem of 
medical care for the aged,”’ Dr. Askey said. 

Dr. Askey also warned that the medical pro- 
fession may face another hard struggle in Con- 

gress on the issue of tying 
in medical care of the 
aged with social security. 
But he emphasized that 
“there is no ground for 
defeatism?” 

“Our cause is far from 
lost,”’ he said. ““We know 
that our policy position is 
in the best interest of all 
Americans, the aged in- 


E. Vincent Askey, M.D. cluded, and our willing- 
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ness to defend this policy must be strengthened 
and maintained.” 

He pointed out that medicine has many sup- 
porters among both Democratic and Republican 
members of the Senate and the House of Repre- 
sentatives. 

One of these friends, Sen. Harry F. Byrd (D- 
Va.), chairman of the Senate Finance Committee 
which passes on social security legislation, pub- 
licly announced that he is standing fast in his 
opposition to a social security plan for medical 
care of the aged. 

“I am convinced this would lead to socialized 
medicine with the possibility that it would bank- 
rupt the social security trust fund,” Senator 
Byrd said. “This matter came: before the Fi- 
nance Committee and was fought out in the post- 
convention session of Congress last August. The 
Senate voted 51 to 44 in opposition to the Demo- 
cratic platform proposal, and instead adopted a 
fair plan for medical service and hospitalization 
for those in need of it.” 

President-elect Kennedy’s first Cabinet ap- 
pointment was the new Secretary of Health, 
Education and Welfare, the official who is respon- 
sible for the federal government carrying out its 
part of the Mills-Kerr program. Kennedy se- 
lected Gov. Abraham Ribicoff of Connecticut for 
the post. 

Ribicoff, 50, was elected governor twice. He 
also has served in turn as a Hartford, Conn., 
police judge, a member of the state legislature 
and a member of the national House of Repre- 
sentatives. He gained national attention as gov- 
ernor when he inaugurated a comprehensive 
traffic safety program with strong penalties. 

He was an early supporter of Kennedy for the 
Presidential nomination and was expected to get 
a Cabinet post. But, in advance speculation, he 
was mentioned as probable Attorney General 
much more than as HEW secretary. 

On health matters, a special Commission on 
National Goals, designated by President Eisen- 
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AMA Washington Report 


hower to outline national objectives and pro- 
grams for the next 10 years or longer, called for 
more doctors, nurses and other medical personnel 
to meet the “enormously increased” demand for 
medical care. 

“There should be more hospitals, clinics and 
nursing homes,”’ the commission said. “Greater 
effectiveness in the use of such institutions will 
reduce over-all requirements. There is a heavy 
responsibility on the medical and public health 
professions to contribute better solutions.” 

The commission recommended continuation of 
federal grants for construction of hospitals and 
its extension to other medical facilities. 

“Increased private, state and federal support 
is necessary for training doctors,” the commission 
added. 

“Further efforts are needed to reduce the bur- 
den of the cost of medical care. Extension of med- 
ical insurance is necessary, through both public 
and private agencies. 

“As our need for doctors rises, the number of 
applications to medical school is declining. To 
Meet our medical needs, we must not only in- 
crease the number of places in medical school by 
about one-half in this decade; we must also make 
it more practicable for young men and women of 
talent and modest means to enter the profession. 
Scholarships during medical school and intern- 
ship training are necessary.” 

The commission also called for greater efforts 
in the fields of mental illness and of environmen- 
tal health, including air and water pollution, 
radiation hazards and food additives. 

Meantime, two agencies reported substantial 
gains in the number of persons covered by volun- 
tary health insurance. 

The Health Insurance Institute said 14 states 
now have more than three-quarters of their popu- 
lations covered by voluntary health insurance. 
New York was the leader with 90.7 per cent 
covered. Others with more than four-fifths of 
Population covered were: Connecticut, 88 per 
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cent; Pennsylvania, 87 per cent; Rhode Island, 
86.3 per cent; Ohio, 85.8 per cent; Vermont, 85 per 
cent, and Illinois, 81.3 per cent. On a regional 
basis, coverage was: Nine Northeast states, 84.5 
per cent; 12 Midwest states, 78.1 per cent; 13 Far- 
west states, 66.3 per cent, and 16 Southern states, 
60 per cent. 

The Public Health Service’s National Health 
Survey reported that about two-thirds of the 
nation’s civilian noninstitutional population had 
some form of voluntary health insurance during 
the last half of 1959. The survey showed that 
coverage was highest in the age groups in which 
the working population is concentrated, in urban 
areas, in the middle and upper income brackets 
and in the Northeast and North Central regions of 
the nation. 


Other Washington Developments 


NEW DRUG REGULATIONS 


New regulations governing the promotion and 
marketing of prescription drugs were issued by 
the Food and Drug Administration. 

Designed to insure safe use of the drugs, some 
of the new regulations were ordered into effect 
as of January 8. The others will become effective 
March 9. 

The stricter rules require manufacturers to dis- 
close hazards, as well as advantages, of the drugs 
in promotional material sent to doctors. A manu- 
facturer can be denied permission to market a 
new drug if he refuses to allow inspection of his 
manufacturing methods, facilities, controls or 
records. 

The FDA postponed until later, at the request 
of the American Medical Association, action on 
an FDA proposal that every package of drugs 
sold to pharmacies include a brochure on use and 
hazards. The AMA simultaneously made an 
alternative proposal that it have the responsi- 
bility of getting such information to physicians 
directly. 
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The Preferred* Antacid 


Tasty... 


Minty Fresh... 
Non-Gritty 


For Immediate 
and Prolonged 
Relief in 
Peptic Ulcer 
and 
Hyperacidity 


*Preferred for 


potency 
e immediate relief 
(within seconds) 


e lasting effect 
(4 hours or more) 


e milk-like action 
e fresh minty taste 
e non-chalky smoothness 


e freedom from effect on 
intestinal function 


TITRALAC® TABLETS CO 


May be chewed, dissolved 
in mouth, or swallowed 
with water. Each white, 
mint-flavored tablet con- 
tains glycine 0.18 Gm. and 
Ca carbonate 0.42 Gm. 
Bottles of 100. 


TITRALAC® LIQUID 


For relief in a teaspoonful 
—not ounces or table- 
spoonfuls. Each 5 cc. tea- 
spoonful of white, mint- 
flavored liquid contains 
glycine 0.30 Gm. and Ca 
carbonate 0.70 Gm. Bottles 
of 8 fluid ounces. 


Northridge, California 


Volume XXIII, Number 1 
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